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“MY DOCTOR’S MADE 


A NEW MAN 


OUTTA BOTH OF US!” 


**@ LL that endless figuring and re-fig- 

uring of milk, carbohydrates, water 
for feeding formulas was getting my doc- 
tor down. ’Specially with all he has to do 
these days. 

“No wonder he looked into S-M-A. An’ 
no wonder he made all his babies S-M-A 
babies—right off! It sure fixed him up 
with extra time for his extra work—and 
even a bit for some sleep. Why, it takes 
only two minutes to explain to a mother 
or nurse how to mix and feed S-M-A*. 


“Better yet, my doctor knows that in S-M-A 
he’s prescribing an infant food that closely 
resembles breast milk in digestibility and 
nutritional completeness! 

“Happy am I—and so is Mummy! 
*Cause S-M-A made a new man outta me. 
I’m gaining by leaps and bounds. And 
Doctor? His new disposition matches mine. 
Believe you me, EVERYBODY’S happy 
if it’s an S-M-A baby!” A nutritional 
product of the S. M. A. Corporation, Divi- 
sion WYETH Incorporated. 


*One S-M-A measuring cup powder to one ounce water. 


S-M-A is derived from tuberculin-tested cows’ milk, the fat of which is replaced 
by animal and vegetable fats, including biologically tested cod liver oil, with 
milk sugar and potassium chloride added, altogether forming an antirachitic 
food. When diluted according to directions, S-:.:-A is essentially similar to 
human mitk ia percentages of protein, fat, carbohydrate, ash, in chemical 


constants of fat and physical properties. 


.. IF IT’S AN 


BABY!“ 


REG. U. S. PAT. OFF. 
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RESPONSIBILITY OF THE PHYSICIAN IN THE PROBLEM OF 
MATERNAL MORTALITY 


JOHN H. MOORE, M.D. 
Grand Forks, North Dakota 


: ine long title for these short remarks reminds 
me of what a famous Professor of the Art of 
Preaching tells his classes. He says that there are 
three questions to be answered in every sermon: 
Where are we? How did we get here? How do 
we get out? While I do not intend to preach a 
sermon or take up a collection, it seems to me that 
a similar technique can be profitably employed in 
developing my part of this symposium. 

Where are we? We are emerging from the “Act 
of God” era in explaining maternal deaths into 
the preventive medicine era of modern obstetrics. 
The past ten years have started us on our way. 
We were told, by statisticians, that the United 
States ranked far down the list of so-called civil- 
ized nations in maternal mortality. We studied 
statistics, we drew maps and we plotted curves 
and then, state by state, we began a statistical ap- 
proach to the problem of lowering maternal 
deaths. Then we discovered, statistically, what 
Litzenberg and other great teachers had known, 
practically: that the fatal triad, infections, tox- 
emia and hemorrhage, was responsible for 75 
per cent of the maternal deaths. 

This statistical approach focused attention 
sharply on the major mother-killing conditions 
and served a most useful purpose. We attacked 
the problem en masse. We dropped the death 
rate sharply from infection, moderately from the 
toxemias and somewhat from hemorrhage. In 


From the Grand Forks Clinic, Grand Forks, North Dakota. 
_ Read before the annual meeting of the Minnesota State Med- 
ical Association, Rochester, Minnesota, April 14, 1944. 
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North Dakota we reached a statistical low of 17.2 
per 10,000 live births in 1940; in 1941 it had ris- 
en to 26 and in 1942 it was 24 per 10,000 live 
births. These are good statistics. You have bet- 
ter ones for Minnesota. But we are at the end 
of the statistical era, if I can read the signs cor- 
rectly, and we are entering the era of “personal 
responsibility.” 

How did we get here? We got here painfully 
and slowly. Some thought that the preventive 
medicine era of modern obstetrics was a New 
Deal obstetric Utopia. Statistics, sulfons and se- 
rum were to abolish most of our obstetric prob- 
lems and regimentation would take care of the 
rest. And then there came prominently to the 
foreground the knowledge that, after all, the 
problem of reducing material mortality still fur- 
ther was a personal problem. This has-been dis- 
covered by your Maternal Welfare Committee 
just as it has been discovered elsewhere by sim- 
ilar committees. Maternal deaths cannot be an- 
alyzed without realizing that the preventive med- 
icine domain of modern obstetrics will never be 
fully occupied by those worthy to possess it with- 
out the assumption by the individual physician of 
his personal responsibility. 


I am emphasizing personal responsibility be- 
cause, despite all the attempts that have been made 
and are being made to regiment physicians into a 
standardized pattern, professionally and: econom- 
ically, the personal responsibility of .physician to 


patient still exists. It may be changed if the 
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Emergency Maternity and Infant Care Program 
continues long enough under the pseudo-safe- 
guards of the Children’s Bureau; and I would 
certainly expect it to disappear entirely under the 
beneficent paternalism of Senate Bill 1161. And 


NORTH DAKOTA MATERNAL MORTALITY. 
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while we are about it, let’s emphasize the per- 
sonal responsibility of the patient to the physi- 
cian! 

We got here through the mass education of 
physicians and patients. Beginning in the 1920’s 
and intensified in the 1930's, lay and professional 
publications and lay and professional speakers 
taught that much of the maternal mortality was 
preventable. The years between 1935 and 1940 
saw the greatest drop in that mortality that had 
ever been recorded. Patients began to realize the 
added safeguards which modern obstetrics could 
bring them and they demanded and obtained pre- 
partum care in ever-increasing numbers. Physi- 
cians sought intensive instruction in obstetrics in 
local groups, short courses in teaching centers 
and the longer postgraduate courses to fit them 
for specialization. One of the most famous and 
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most effective centers for the short course ty pe of 
instruction is at the Center for Continuation 
Study at the University of Minnesota. Hundreds 
of physicians from this State and your neigh- 
boring States have attended the short posigrad- 
uate courses in obstetrics given there. I am firm- 
ly convinced that the type of instruction they 
have received has been reflected in the decreased 
maternal mortality which you in Minnesota and 
we in North Dakota have enjoyed. 

But now that maternal mortality rate is, for 
practical purposes, stationary or, as in North Da- 
kota, rising a bit! We are at a most critical time 
in our campaign for Safer Motherhood; in fact, 
we are at a place of crisis. But I would call your 
attention to the Chinese definition of the word 
“crisis”: It means dangerous opportunity. What 
are some of the factors which make it critical? 
My observations are personal and I give them to 
you as such. 

I detect an increasing neglect of prepartum 
care on the part of the primiparous patient. This 
is particularly noticeable in the young service- 
man’s wife who, as long as she is able to do so, 
follows her husband from camp to camp and, 
when she can no longer do that, comes home to 
reside with her parents or other relatives to await 
confinement. In many such cases her prepartum 
care has been sketchy and only occasionally has 
it been adequate. In private practice in 1940 I 
treated thirteen patients with the graver toxemias 
of pregnancy; there were twelve in 1941, twelve 
in 1942, and ten in 1943. Roughly, they comprised 
about 7 per cent of my private practice and, prac- 
tically, the number was almost constant. I didn’t 
see an eclamptic patient in private practice in 
1940 or in 1941 but in 1942 I treated three and 
in 1943, five. Of these eight eclamptic patients, 
six were primiparous patients and two were preg- 
nant for the second time. In only one of these had 
prepartum care been sought before the sixth 
month. We do not know the cause of eclampsia. 
We do know that it can largely be prevented by 
adequate prepartum supervision. That I was not 
able to prevent it in eight cases in two years leads 
me to wonder if to the hazards of war we may 
not have to add an increase in the fulminating 
type of toxemias of late pregnancy. 


An analysis of thirty-two maternal deaths in 
North Dakota in 1942 showed that ten died from 
infection, eight from hemorrhage and seven from 
toxemia. If we add the five reported deaths from 
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abortion and assign these to either infection or 
hemorrhage or both, the Fatal Triad accounted 
for thirty of the thirty-two deaths. I took the 
summaries of the case histories as supplied by 
our historian for these fatal cases and, as far as 
possible, broke them down into the three main 
groups to see what treatment had been employed. 
Some of these patients were in extremis when 
they were first seen by the physician and in sev- 
eral there was no time for any plan of treatment 
to be effective. Nevertheless, for the ten deaths 
from infection and the five deaths from abortion, 
with or without mention of infection, seven case 
histories were complete enough for study. They 
showed that four of the seven patients had sulfon 
therapy and two had had transfusions. Four had 
had some kind of prepartum care. 

The eight case histories of death from hemor- 
thage were all available for study and all eight 
had had some prepartum care. Consultation had 
been held in two, transfusions had been given in 
four and one patient had had plasma. 

Six of the seven deaths from toxemia showed, 
from the available histories, that four had had 
some kind of prepartum care and consultations 
had been held in three. 


This break-down is incomplete but I believe it 
partly answers our second question, “How did we 
get here?” We got here with “too little and too 
late!” 


I charge the patient with “too little’ on the 
side of prepartum care in these fatal cases. Ig- 
norance and neglect on the part of the patient in 
seeking medical care early in pregnancy and con- 
tinuing it faithfully throughout pregnancy are all 
too frequent. I wonder if it will be any better 
under the Maternity and Infant Care Program of 
the Children’s Bureau? Certainly no bureau ever 
had a better chance to advertise its services to a 
prospective clientele. This should provide a large 
group of the younger child-bearing women for 
study and I hope that it will be studied thorough- 
ly from the standpoint of when the patients 
sought prepartum care and how faithfully they 
followed it. 

In ten of the twenty-one fatal cases I analyzed 
in the three main groups, there had been consul- 
tations. That at least indicates an attempt on the 
part of the attending physician to get help, not 
always an easy matter in the smaller communities. 

Therapy in fatal cases of anything is always a 
debatable point; in maternal deaths it is doubly 
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so. I found a rather limited use of sulfon therapy 
in the fatal cases of infection I analyzed but in 
two of them, blood transfusions had been given 
with the sulfon therapy. I would sum up this 
feature by saying that supportive therapy, in 
general, was lacking in the group of infected 
patients who died. Every patient with a severe 
or continuing puerperal infection should have 
small frequent blood transfusions, 250 c.c. every 
forty-eight hours, in addition to the chemother- 
apy. 

In the deaths from hemorrhage there is one 
glaring fault: plasma or a blood substitute was 
used but once! But, in spite of this, blood trans- 
fusions, much more time consuming, were given: 
to four of the eight fatal cases. 

Therapy in the fatal toxemias showed one 
great weakness to me, aside from the fact that the 
physicians often first saw these patients when 
they were in critical condition, sometimes in ex- 
tremis. That weakness lies in the fact that these 
patients not infrequently died from what was 
done to save them after the toxemia had been 
temporarily controlled. I refer to the natural 
tendency of the physician to want to empty the 
uterus as rapidly as possible. This too often re- 
sults in shock and in hemorrhage and, if the pa- 
tient survives those two dangers, she may not 
infrequently die from infection. Maybe it can 
be done, but I have yet to see a manual dilata- 
tion of the cervix. To me such an operation is 
manual laceration. Maybe cesarean section is the 
quickest way to empty the uterus in a toxemia of 
pregnancy but it is about the most deadly pro- 
cedure one can employ. By and large, I cannot 
do anything but condemn accouchement force. in 
the management of the toxemias of pregnancy. 

I maintain that we reached our present and 
enviable position, out of the Act of God era and 
into the domain of Modern Obstetrics, largely by 
the assumption of a personal responsibility for 
his obstetric patient’s welfare by the American 
physician in private practice. The American phy- 
sician is not as vociferous as some of his critics 
and certainly not as visionary. I have heard less 
talk in recent years about “rural” as compared 
with “urban” obstetrics and more about the dif- 
ference between “good” and “bad” obstetrics 
which, after all, is the only distinction worth 
while. 

And now to answer my last question. How do 
we get out? I first want to ask it in a little dif- 


803 





MATERNAL MORTALITY—MOORE 


ferent form. What is our present objective in 
the problem of Maternal Mortality and what is 
the responsibility of the individual physician in 
solving it? 

[ have been studying maternal mortality sta- 
tistics and case histories of maternal deaths in 
North Dakota for ten years. I am convinced that 
it is perfectly possible to reduce maternal mortal- 
ity to a point where not more than one woman 
in one thousand will die as a result of child-bear- 
ing. I believe that this can be done through the 
American way of private practice. I doubt if it 
can be accomplished through various schemes of 
regimentation, including the Maternal and Infant 
Care Program of the Children’s Bureau and ex- 
tending on to the potentialities of the Wagner 
bill. As a physician, I have become very skepti- 
cal of the professional doers of good to people, 
whether they are in Government bureaus or out 
of them. I am disappointed that our profession 
has not taken more positive steps to extend the 
benefits of pre-payment plans for medical services 
to the lower income groups but there are signs 
that such plans are being developed and that they 
can be applied to maternity care. To be effective 
they must accomplish two things: (1) they must 
preserve the personal relationship between patient 
and physician ; (2) they must remain under med- 
ical control. It is time to plan for codperative 
medicine and put those plans into effective oper- 
ation. The medical profession should and must 
take the lead in such plans if they are to render 
the most effective medical care to the greatest 
number of our people. 

In no field of medicine is the personal patient- 
physician relationship more important than in ob- 
stetrics. Here is the greatest opportunity the phy- 
sician can find for intensive education. His ob- 
stetric patient is particularly receptive to his per- 
sonal instructions and, when she realizes his per- 
sonal interest in her welfare, she will gain more 
from those instructions than from reams of print- 
ed matter. I know because I have tried it. 

For the physician, aware of his personal re- 
sponsibility for the safety of his obstetric patient, 
| prescribe completeness in his study of her, con- 


servatism in his management of her and consul- 
tation when he is in doubt about her. We have 
reached the point in reducing maternal mort: lity 
wnere the statistical approach must give way to 
the personal. 


The three major enemies of safer motherhvod, 
infection, toxemia and hemorrhage, remain as the 
three main reasons why your excellent maternal 
mortality record is not even better. Reduce by 
50 per cent the deaths from these largely pre- 
ventable causes and you will be within striking 
distance of the one in one thousand maternal 
deaths that ten years ago would have been de- 
clared an impossibility. Your splendid system of 
practical postgraduate instruction in obstetrics in 
Minnesota has supplied the information and the 
inspiration necessary to accomplish this. 


Every physician practicing obstetrics in your 
State and mine should have plasma immediately 
available for the treatment of obstetric shock and 
hemorrhage. This is no longer a large urban hos- 
pital luxury; it is a small community hospital 
necessity. 

Conservatism and consultations can reduce the 
death rate from the toxemias. Staff organization 
is no longer the prerogative of the large city hos- 
pital; it can be applied even more effectively to 
the smaller community hospitals. 

Certainly we are individualists! That is one 
of the main reasons why American medicine leads 
the World. But individualists are capable of ef- 
fective team-work when united in a common 
cause. I say to you that the American physician 
has a right to be proud that, from his Litzen- 
bergs, there came the impetus to take maternal 
deaths out of the “Act of God” era and hold them 
up to scientific investigation in the white light of 
Modern Obstetrics; that he has a right to be 
proud of the statistical approach and the scientific 
investigation which brought out his defects—and 
the defects of his patients—with such a startling 
saving of lives in the past ten years; and that he 
is proud of the responsibility which is his to lower, 
still further, that already low death rate in ob- 
stetrics. 
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PLACENTA PREVIA AS A FACTOR IN MATERNAL MORTALITY 


RALPH A. REIS, M.D. 


Chicago, Illinois 


SEMORRHAGE in association with preg- 
nancy and labor should rarely be fatal. 
This holds especially for placenta previa. This 
condition usually manifests itself first by slight 
to moderate hemorrhage. If proper attention is 
paid to this warning women will not die of hem- 
orrhage resulting from placenta previa, except 
in the rare instances of embolism or spontaneous 
rupture of the uterus. An analysis of any series 
of fatalities resulting from placenta previa will 
show that such deaths are due to: (1) repeated 
hemorrhage and shock; (2) injury inflicted by 
hasty delivery, particularly rupture of the uterus ; 
(3) sepsis, which most frequently results from 
hasty operative procedures, and (4) the rare air 
embolism. 


The initial, painless, bleeding of placenta previa 
is usually mild. The obstetrician must heed this 
warning, and act promptly for there is no expect- 
ant treatment of placenta previa. This does not 
mean that it is necessary or even safe to accom- 
plish delivery immediately. Accouchement forcé, 
a rapid cervical dilatation, tearing or cutting of 
the cervix, are not only injurious, but are, in the 
light of modern procedures, criminal. Objects of 
the treatment for placenta previa are (1) to stop 
the hemorrhage ; (2) to produce hemostasis; (3) 
to empty the uterus; (4) to combat anemia. 

All patients with placenta previa, suspect or 
actual, must be hospitalized. Patients diagnosed 
as suspected placenta previa must not be exam- 
ined rectally or vaginally until the patient is in 
the hospital with all preparations complete for 
either vaginal or abdominal delivery. This 
should be an inviolable rule for the treatment 
of this condition because even the most gentle 
vaginal or rectal manipulation may produce an 
immediate overwhelming hemorrhage. 


In a large percentage of instances the fetus is 
immature, premature, or has died in utero. At 
no time should the safety of the baby be the 
factor in the determination of the type of treat- 
ment employed. The safety of the mother is 


of paramount importance. It is the saving of 


Read at the annual meeting of the Minnesota State Medical 
Association, Rochester, Minnesota, April 14, 1944. 
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the mother’s life that must be kept in mind in 
determining whether a particular delivery shall 
be by the vaginal or abdominal route. The latter, 
that is delivery by cesarean section, is the safest 
method of delivery for the mother because it can 
promptly stop hemorrhage. It is safest for .the 


mother only when carried out in a well-conducted 
hospital and by a competent operator, but under 
these circumstances it gives excellent results. 
The cesarean section should be done in the inter- 
est of the mother and not of the baby, and should 
be used in all primigravidas and in all multiparas 
who have placenta previa centralis. 


Vaginal delivery always carries a higher fetal 
mortality rate. The baby must therefore be ig- 
nored for any attempt to hasten delivery on a 
fetal indication, i.e., extraction through the in- 
completely dilated cervix, or manual or instru- 
mental dilatation of the cervix will result in lac- 
erations, rupture of the uterus, hemorrhage and 
sepsis. The vaginal approach is ideal for the 
multipara with a marginal or lateral placenta pre- 
via and for the occasional primigravida with a 
dilating cervix. Treatment by the vaginal route 
is aimed at the compression of the placental site 
in order to stop bleeding. This may be accom- 
plished in various ways; by simple rupture of 
the membranes; Willett’s forceps; traction on 
the fetal head, and very occasionally by Braxton 
Hicks’ version. Vaginal tamponade is ineffective 
and dangerous. Bag induction or bag compres- 
sion of the low-lying placenta has been discarded 
because of the high incidence of infection asso- 
ciated with the use of bags. 

Placenta previa demands immediate and trained 
obstetric care. This means that the patient must 
have intelligent treatment, and in most instances 
obstetric consultation. The enforcement of ob- 
stetric consultation and the control of operative 
obstetrics in general in the City of Chicago by 
means of free and easily available obstetric con- 
sultation has been a large factor in the reduction 
of maternal mortality during the last ten years 
(from 3.3 per thousand live births to 1.9 per 
thousand live births). The ten-year salvage for 
Chicago is eight hundred mothers. During this 
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same period under the rigid control of the Ma- 
ternal Welfare Committee and the Health De- 
partment, there has been a ten-year salvage of 
2,448 babies. A certain percentage of the ma- 


ternal and fetal salvage must be credited to the 
rules of the Maternal Welfare Committee under 
which every hospital in the City of Chicago now 
operates its department of obstetrics. 





DISCUSSION OF THE REPORT OF THE MINNESOTA MATERNAL 
MORTALITY COMMITTEE 


J. C. LITZENBERG, M.D. 


Minneapolis, Minnesota 


S OME two years ago, this Association author- 
ized the establishment of a committee to be 
chosen conjointly by the Minnesota Department 
of Health and the Minnesota State Medical 
Association to make an exhaustive investigation 
of all maternal deaths in the state for one year 
from July 1, 1941, to June 30, 1942. The two 
co-operating organizations selected specialists 


from different parts of the state who served 
without compensation but they employed young- 
er, well-trained specialists to do the field work 
of interviewing the physicians and obtaining oth- 
er needed information. A field investigator was 


sent forthwith to the physician who signed the 
death certificate and all possible information ob- 
tained from him and all other persons or records 
which might yield additional facts; in fact, a 
twenty-page questionnaire was completed and 
then summarized by a committee member. 
Finally, the whole committee, sitting together, de- 
termined the cause of death, ascertained its pos- 
sible preventability, and fixed responsibility. 

These exhaustive case studies revealed many 
questionable, even inexcusable, obstetric practices, 
which were not entirely unexpected when we 
recall that this analysis is limited to women who 
died. 

Even in the face of these regrettable findings, 
the committee declared, “There is no justifica- 
tion for assuming that this analysis represents in 
any way a real sample of the practice’ of ob- 
stetrics in Minnesota.” However, one cannot 
avoid some feeling of regret that so many ma- 
ternal deaths are directly due to dubious pro- 
cedures of commission or omission, even if 
traceable to only a minority of physicians. Never- 
theless, the faults toward which improvement 
may be directed are clearly indicated. 

Improvement there must be for we are far 
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from the all-out effort demanded of every state 
by the Maternal Welfare Movement to decrease 
maternal mortality to an irreducible minimum. 
It means that every Minnesota physician who 
practices obstetrics must know and live up to the 
minimum requirements, at least, for care during 
pregnancy, labor, delivery and postpartum. This 
Minnesota Maternal Mortality Committee adopt- 
ed the following minimum requirements for ade- 
quate obstetric care. These are similar to those 
already established by the American Maternal 
Welfare Committee: 


I. Prenatal Care 

1. Adequate history and general physical exam- 
ination with accurate follow-up of any abnor- 
mality revealed by these. 

. Pelvimetry to include internal, antero-posterior 
diameter of the pelvic inlet, internal palpation 
of the sacrum, and intertuberous diameter of the 
outlet. 

3. Blood Wassermann test. 

II. Routine Prenatal Visits 
1. Blood pressure. 
2. Urinalysis (especially albuminuria). 
3. Weight. 
4. Abdominal palpation during last two months 
of gestation. 

5. Reasonably adequate study of all abnormalities 

detected during these visits. 
III. Labor and Delivery 

1. Adequate use of generally recognized obstetric 

procedures. 
2. Strict asepsis. 
IV. Postpartum Care 

1. Prompt recognition of abnormalities. 

2. Prompt institution of adequate treatment. 
V. Autopsy 

This should always be requested. 
VI. Death Certificate 

1. Accuracy in assigning cause of death. 

2. Completeness and accuracy of data requested. 
VII. Birth Certificate 
1. Completeness and accuracy of data requested. 
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Using these minimum requirements as a basis 
for evaluation of adequate or faulty obstetric 
care, responsibility for each death was deter- 
mined. It is rather startling to discover from 
the Committee’s survey that only two (1.8 per 
cent) of the 112 women who died, received ade- 
quate prenatal care; only seven (6.3 per cent), 
proper care during labor and delivery; four (3.6 
per cent), sufficient attention postpartum. The 
remainder received faulty treatment in some 
phase of their obstetric care. 

The object of this survey of all maternal deaths 
in Minnesota was to discover whether or not 
pregnant women were receiving adequate ma- 
ternal care as established by the Maternal Wel- 
fare Movement. As we read this survey report, 
we are forced to the conclusion that in most 
cases the obstetric observation was grossly in- 
adequate. Eew had good prenatal care and in 
fifty-five cases (49.1 per cent) the fault was 
directly contributory to death. Treatment dur- 
ing labor and delivery was deficient in eighty- 
three cases (74.1 per cent), and contributory to 
death in sixty-one cases (54.5 per cent). Post- 
partum treatment was faulty in eighty cases 
(71.4 per cent), and contributory to death in 
sixty-seven cases (59.8 per cent). 

Furthermore, the survey committee concluded 
that eighty-two (73 per cent) of the 112 deaths 
were preventable, sixty-eight of them due to 
physician responsibility alone. Only twenty-seven 
deaths were not preventable. Nineteen of these 
twenty-seven were due to nonobstetric compli- 
cations, like subacute bacterial endocarditis, acute 
poliomyelitis and pulmonary tuberculosis, to men- 
tion only a few. These figures prove that not 
all Minnesota physicians are making the all-out 
effort to reduce maternal deaths to an irreduci- 
ble minimum. In spite of the fact that the ma- 
ternal mortality rates in Minnesota have been 
among the lowest, and in many years the lowest 
in the country, there are evidently too many pre- 
ventable deaths. . 

For many years puerperal infection, toxemia 
and hemorrhage have been known as the “great 
triad” of causes of maternal mortality. Of course, 
there are other important factors, like operations 
injudiciously or unskillfully done. For example, 
26 per cent of eighty-one operations were forceps 
deliveries of which 20 per cent (four of twenty- 
one) were high forceps; 14.8 per cent were ce- 
sarean sections of which five were done after 
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from eight to 120 hours of labor; and 12.3 per 
cent podalic versions. Of the great triad, toxemia 
was the cause of seven (6.25 per cent) deaths. 
The other two of the triad, infection and hemor- 
rhage (and shock), each terminated in thirty 
(26.79 per cent) deaths. The triad combined 
resulted in sixty-seven deaths, approximately 60 
per cent of the total number of fatalities. The 
relatively small number of cases of toxemia, 
namely 6.25 per cent instead of the usual 20 
per cent, is another evidence that the physicians 
of Minnesota have average conception of the 
toxemias of pregnancy and average ability to 
cope with them. 

However, the survey also indicates that there 
are still some physicians practicing obstetrics in 
Minnesota who do not live up to minimum re- 
quirements of good obstetric care. Prenatal care 
was particularly bad, in many instances none 
at all or very faulty. During labor and delivery, 
conduct was grossly faulty in three cases. For 
example, the hypodermic injection of pituitrin 
was used to induce labor in three, and during 
labor in five, cases. Convulsions immediately fol- 
lowed the pituitrin in three cases. 


Infection and hemorrhage (shock) accounted 
for sixty (53.3 per cent) of the 112 maternal 
deaths. There were failures to recognize shock 
or start prompt treatment. Also there were many 
failures to replace blood loss with blood trans- 
fusions or plasma infusions. Plasma now is so 
easily obtainable that every practitioner can have 
his own plasma bank as a good substitute for 
the blood bank to be found in all larger hos- 
pitals. Hence there is no justification for not 
replacing lost blood by either blood transfusion or 
plasma infusion. 

The survey reveals that there were thirty 
(26.79 per cent) deaths due to hemorrhage and 
shock. Nine were caused by postpartum bleed- 
ing, four by placenta previa, three from prema- 
ture separation of the placenta, two from rup- 
ture, and one from inversion of the uterus. In 
fifteen of the thirty, deaths from hemorrhage 
were definitely contributory on account of failure 
of the physician to live up to accepted obstetric 
standards. Communication by another member of 
the Committee will discuss in detail the causes 
and treatment of the obstetric hemorrhages. Suf- 
fice it to say here that the underlying causes of 
death were a lack of accurate diagnosis of the 
causes of the bleeding, proper methods to stop 
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the hemorrhage, and neglect to replace blood 
loss by transfusion or infusion of blood plasma. 

This survey shows that the handling of pla- 
centa previa was worse than that accorded to 
any other obstetric complication. The Commit- 
tee avers that “It is quite clear that some curb 
must be placed by hospitals upon the treatment 
of this condition,” as well as cesarean section 
and other operative procedures. 


The following recapitulation gives an accu- 
rate idea of the adequacy or inadequacy of the 
care these 112 women received: 


Prenatal Care 
None, 7.1 per cent. 
Adequate, 1.8 per cent. 
Faulty but not contributory to death, 42 per cent. 
Faulty and contributory, 49.1 per cent. 
Total faulty care, 91.1 per cent. 
Labor and Delivery Care 
None, 19.6 per cent. 
Adequate, 6.3 per cent. 
Faulty but noncontributory, .19.6 per cent. 
Faulty and contributory to death, 54.5 per cent. 
Total faulty care, 74.1 per cent. 
Postpartum Care 
None, 25 per cent. 
Adequate, 3.6 per cent. 
Faulty but noncontributory, 11.6 per cent. 
Faulty and contributory, 59.8 per cent. 
Total faulty care, 71.4 per cent. 


These figures grouped together give a graphic 
illustration of why these women died and how 
a few physicians can keep the State from realiz- 
ing the ideal of irreducible maternal mortality. 

We have heard much of the Maternal Wel- 
fare Movement and its objective of irreducible 


maternal mortality. It is interesting and en- 
couraging to mark its progress in’ the nation 
and in Minnesota. 

In 1920, when the American Committee on 
Maternal Welfare was organized, the Census 
Bureau statistics presented a sorry picture. Fif- 
teen thousand women were dying every year in 
the United States. 

The first fifteen years the American Committee 
spent in organizing the whole medical profes- 
sion. One of the main objectives was to stimu- 
late medical societies to lead in developing ma- 
ternal welfare programs. These were the educa- 
tion years. The national maternal mortality rate 
did not show encouraging improvement up to 
1930, when the rate was 6.7 deaths per 1,000 live 
births, only fractionally better than ten years be- 
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fore. However, there was encouragement ir in- 
creased interest and activity for better maternal 
care. 

Had not the American Committee of Maternal 
Welfare been composed of men with intrepid 
spirit, imagination, courage and faith in the 
movement, it might have fallen prey to discour- 
agement. The inspiration, the most stimulating 
factor and the guiding leadership of this great 
movement has always been the American Com- 
mittee of Maternal Welfare, Inc., led by our 
former Minnesota colleague, Dr. Fred L. Adair, 
chairman. The vice chairman is another of our 
colleagues, Dr. Robert D. Mussey of Rochester. 
Minnesota should be proud to have furnished 
such leadership. Their faith began to be justified 
as the 1930-40 decade advanced; by 1937, im- 
provement was evident all over the country and 
by 1940, the national rate had fallen to 3.76 
deaths for every 1,000 live births. The total 
number of maternal deaths had dropped from 
about 15,000 in 1930 to a little under 9,000 in 
1940 (41+ per cent). The Minnesota record 
has paralleled the national. The number of ma- 
ternal deaths in the state in 1930 was 251; in 
1940, 119; in 1941, 107; in 1942, ninety-four; 
1943 (tentative), eighty-five. The rate of maternal 
deaths in 1930 was 5.3 per 1,000 live births; in 
1940, 2.2; in 1941, 2.0; in 1942, 1.6; 1943, 1.5 
(tentative). 

The total deaths from infection in 1930 were 
ninety-six; in 1940, twenty-three. Deaths from 
hemorrhage in 1930 were thirty-three; in 1940, 
eighteen. The deaths from toxemia in 1920 were 
eighty-one; in 1930, fifty; in 1940, forty-two; 
in 1941, twenty-eight; in 1942, nineteen. 

The figures show that there are enough physi- 
cians practicing reasonably good obstetrics to 
insure a lowering death rate. 

From a very modest beginning in 1912, in 
Boston, the movement has gradually grown into 
a great success. This survey is a Minnesota part 
of that movement. It is an effort to find our 
shortcomings and to try to find methods of cor- 
recting them in order that we may approach 
the “irreducible minimum.” The analysis has 
certainly and specifically revealed many of our 
shortcomings. Now we must work out their cor- 
rection as best we may: 


1. By continuing and intensifying the Ma- 
ternal Welfare Movement in the State. 
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2. By securing more consultations by co-opera- 
tion of hospital staffs. 

3. By using every influence and method for 
complete, continuous and universal maternal care, 
since it is quite evident that a majority of Min- 
nesota physicians give their patients reasonably 
good care, as is attested by the steadily decreas- 
ing mortality rate which in 1942 was 1.6 deaths 
per 1,000 live births with a total of ninety-four fa- 
talities. It is equally evident that some physi- 
cians do not live up to the requirements of good 


maternal care—not even up to the minimum de- 
mands. If every physician practicing obstetrics 
in Minnesota would satisfy the minimum re- 
quirements of good obstetric care, the number of 
annual maternal deaths would, in all probability 
be reduced by at least one-half. Indeed, if the 
eighty-two (73 per cent) whose deaths the sur- 
vey committee declared were preventable had 
been saved, the number of deaths would have 
been only thirty for the year investigated instead 
of the 112 who did die. 





CONSERVATIVE TREATMENT OF THE DISC SYNDROME 


MYRON O. HENRY. M.D. 


Minneapolis, Minnesota 


_ purpose of this article is to call attention 
to the non-operative, or conservative, treat- 
ment of the disc syndrome, and to present a safe, 
simple, plan of such treatment. 

During the past eight years a great many pa- 
pers dealing with the inter-vertebral disc have ap- 
peared in our scientific literature. Herniation of 


the nucleus pulposus, protruded disc, ruptured 
discs, and even concealed discs, have been de- 
scribed so often that every physician is aware of 
the disc syndrome, and often patients themselves 
diagnose their low-back pain as due to a “slipped” 
disc. Although there remains some controversy 
regarding the simplicity of the diagnosis—wheth- 
er made by the history alone, or by history and a 
careful physical examination, or by means of con- 
trast media injected into the spinal canal—the 
entity of the herniated disc has been so publicized 
that it is quite generally recognized when present, 
and often when not present. Most of the pub- 
lished work upon this important cause of low- 
back pain has been done by neuro-surgeons, who 
report good results from laminectomy in about 
90 per cent of their cases. Non-operative treat- 
ment is rarely mentioned, and the implication is 
that once a disc syndrome is diagnosed the pa- 
tient should have a laminectomy. 

For many years orthopedic surgeons have been 
relieving low-back pain, and also sciatic pain, by 
conservative measures, such as bed rest, immobil- 
ization, traction, manipulation and, sometimes, by 
spinal fusion. Many orthopedic surgeons are 
justly concerned with (and often troubled by), 
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the poor results of laminectomies, especially in 
patients who have not had any conservative treat- 
ment prior to the operation for excision of the 
protruded disc. 

The author has no intention of minimizing the 
value of the recent work done largely by neuro- 
surgeons in recognizing, clarifying, and treating 
the entity of the disc syndrome. Although the 
author questions the advisability of injecting 
opaque substances for diagnosis, and favors the 
combined operation (laminectomy plus spinal fu- 
sion), he also urges close co-operation between the 
neuro-surgeons and orthopedic surgeons in the 
study, diagnosis, and treatment of the disc syn- 
drome. He concurs whole-heartedly with Adson, 
the master neuro-surgeon, who stated that “Sur- 
gery should be resorted to in cases when symp- 
toms fail to subside with palliative measures.” 

The value of laminectomy, or hemilaminectomy, 
in the treatment of certain cases of disc syn- 
drome is now well established, but al/ cases do not 
require such operation. The general practitioner, 
recognizing the symptoms and signs of the disc 
syndrome, seems inclined to think, “slipped disc- 
laminectomy,” forgetting conservative measures 
entirely. The number of laminectomies done for 
the relief of the disc syndrome is rapidly increas- 
ing, and the number of patients who are worse, 
or no better, following laminectomy is also in- 
creasing. To date, no reports on the unsatisfac- 
tory laminectomies have appeared in the literature 
—probably because the dissatisfied patient seldom 
returns to the surgeon who operated upon him. 


809 





DISC SYNDROME—HENRY 


The operation of laminectomy, or hemilaminec- 
tomy, for the protruded or herniated portion of 
a disc does not prevent recurrence of the disc 
syndrome. Bilateral sciatic pain, annoying per- 
sistent paresthesia, and loss of sexual power fol- 
lowing laminectomy are complications probably 
due to failure to secure absolute hemostasis at 
operation and are not the fault of the operation. 
But recurrence of sciatic pain and persistent back 
pain after laminectomy are the fault of the oper- 
ation and indicate, in those cases where such 
symptoms recur, that laminectomy alone was not 
sufficient. The author has seen many, far too 
many, of such unsatisfactory results, and feels cer- 
tain that too many laminectomies are being done. 
Since there are many unsatisfactory results, and 
because considerable permanent partial disability 
often follows laminectomy (especially in patients 
covered by insurance), a fair trial of conservative 
treatment is surely warranted first. Non-operative 
treatment can do no harm, has no serious compli- 
cations, and is successful in the majority of cases. 

Conservative, or non-operative, treatment, how- 
ever, does not mean neglect, nor mere rest in bed 
during the time required for neurological exami- 
nation or lipiodol studies. It does mean treatment 
directed to relieve the pain, to relax the muscle 
spasm, to correct the deformity, and to return the 
patient to useful activity. Well-planned conserv- 
ative treatment, carefully carried out in proper ‘se- 
quence, will avoid operation in the great majority 
of patients afflicted with the disc syndrom. It may 
not suffice in all cases, and does not prevent re- 
currences, but neither does laminectomy unless 
combined with spinal fusion. 


The plan of conservative treatment submitted 
herewith has been developed and employed by 
the author since 1933 when he himself sustained a 
“slipped disc.” Similar plans have been developed 
by Breck and Basom, and by Eugene Regan, Wal- 
ter P. Blount, Paul Steele, and others. The plan 
of management is simple, but must be employed 
in proper sequence to prevent recurrence. Pa- 
tience is required of the patient, and considerable 
attention to detail is required of the surgeon. 


1. Bed rest.—Absolute and continuous rest in 
bed is imperative. In order to accomplish this, 
hospitalization is indicated, as domiciliary care 
rarely provides absolute bed rest. A saline cath- 
artic is advisable in most cases on admission to 
the hospital. Continuous bed rest in the so-called 
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“flexed” position is maintained. This is easily ac- 
complished in the modern hospital bed by raising 
the back rest to about 70 degrees, and also raising 
the knee rest, as suggested by Breck and Basom, 
The patient remains supine in this position twen- 
ty-four hours daily, except while receiving hot 
wet packs. The lumbar lordosis is gradually re- 
stored by rolling two folded sheets so as to pro- 
vide a bolster some six inches in diameter under 
the lumbar spine. Every four hours—(at 8, 12, 
4, and 8) the bed is cranked down to horizontal 
and the patient is turned prone to permit appli- 
cation of hot wet packs to the lower back for 
twenty minutes, after which he is again returned 
to the supine-flexed position. Narcotics may be 
required to relieve pain at first, but after a day or 
so, salicylates will usually suffice. Bathroom priv- 
ileges are not permitted during this period, and 
the patient should not change his position for 
baths, to telephone, to adjust a radio, or to turn 
on his side. Such continuous rest, in the “phys- 
iological” position must be maintained. Whether 
this position opens the intervertebral foramen 
and allows aspiration or retrusion of the protrud- 
ed portion of the disc is not important—it usually 
relieves the sciatic pain in a few days. The im- 
portance of continued rest in this position must 


be emphasized to the patient and to the nursing 
staff at this stage, for the “physiological” rest in 
the flexed position must be maintained contin- 
uously until the pain and muscle spasm subside. 


2. Control of Spasm.—Muscle spasm usually 
relaxes under complete rest and the application 
of external heat but, if the spasm has not relaxed 
after a week or ten days of the above treatment, 
simple Buck’s extension applied to both legs may 
relieve it. More obstinate cases may require man- 
ipulation under general anesthesia, as explained 
below. 


3. Correction of Deformity.—The list of the 
spine and the obliteration of the normal lumbar 
lordosis is due to muscle spasm. With the relax- 
ation of such spasm by absolute bed rest and by 
applications of external heat, the deformity usual- 
ly disappears. If it persists, after a fortnight of 
the above treatment, manipulation under anes- 
thesia may relieve it. Manipulation under anes- 
thesia has been employed by orthopaedic surgeons 
for many years. It reached the height of its pop- 
ularity under Baer twenty years ago. In this plan 
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of management, no attempt is made to carry out 
the Baer manipulation—the spine is merely car- 
ried gently through the presumed range of nor- 
mal spinal motion after which it is immobilized in 
plaster. 


4. Immobilization—After the deformity has 
been corrected, splinting is indicated for a short 
period of continued rest in disc syndrome cases 
as in other surgical conditions. This is best 
achieved by immobilization in a plaster-of-Paris 
jacket. Before the patient is allowed to turn him- 
self, or stand upon his feet, or be in a wheelchair 
—such a jacket is applied. This is best done with 
the patient upon the Goldthwait irons. His lum- 
bar lordosis should be restored, his hips and 
knees slightly flexed—whether the jacket is ap- 
plied under anesthesia or not. The spinous proc- 
esses and iliac spines should be protected by thin 
felt padding. The jacket should be well molded 
over the iliac crests and a generous “dinner win- 
dow” should be allowed; it should fit well up 
under the axilla and support the extended chest. 
When such a well-fitting jacket has hardened, 
and has been trimmed and bound, the patient is 
ready to be ambulatory. 


5. Muscular Development.—The patient may 
be ambulatory splinted in his jacket. To prevent 
muscle atrophy, exercises should be instituted at 
once. The exercises are those well known to phy- 
sicians for development of the musculature of the 
torso—walking, carrying sacks of sand upon the 
head, squatting, straight-leg raising, etc. They 
should be carried out systematically by the patient 
himself, as Bohler has emphasized, increasing the 
daily routine until the patient admits he “feels 
fit.” No bending, stooping, lifting, or riding in 
vehicles is permitted during this period. The av- 
erage patient, who carries out his calisthenics 
conscientiously will want his jacket removed in 
about four to six weeks. 


The transition from the immobilization of a 
well-fitting jacket to no support at all is too much 
for most patients; therefore, a light spring-steel 
back brace of the Goldthwait or “Boston” type is 
applied. Such a brace gives some support, and 
acts as a constant reminder to the patient to use 
his back in the correct mechanical position. At 
this stage proper posture and correct body me- 
chanics are explained to the patient. He is told 
how to lift with his legs, maintaining the erect and 
correct mechanical position of his spine while 
lifting. Exercises to develop the musculature: of 
the torso are again emphasized, and the patient is 
cautioned to avoid activities such as bending, 
stooping, and twisting of the low back. Most pa- 
tients return to light work—and even heavy work 
—while protected by their braces. Later a simple 
sacro-iliac belt is substituted for the brace. 

The above management is simple and has been 
remarkably successful in relieving cases of the 
disc syndrome in the hands of the author over a 
considerable period of time. Recurrences obtain, 
of course, but usually in patients whose spines 
present congenital mechanical instability. Lamin- 
ectomy, or hemilaminectomy, is indicated in cases 
of intractable sciatic pain after, and only after, 
a fair trial of conservative treatment; and prob- 
ably laminectomy should be combined with spinal 
fusion for lasting relief. Some permanent partial 
disability often obtains in most cases of the disc 
syndrome, either from the residuals of operative 
treatment or from the restricted activity neces- 
sary to prevent recurrence; such disability may 
obtain whether treatment is conservative or op- 
erative. 


Conclusions 


1. Conservative treatment relieves most cases 
of the disc syndrome. 

2. A simple plan of conservative treatment is 
persented which should be given a thorough trial 
in all cases before operative intervention. 





SPONGES OF FROZEN STARCH FOR SURGICAL USE ~ 


The use of sponges of frozen cornstarch for internal 
surgical dressings that can be left in the body when the 
surgeon sews up the operative wound is suggested by 
Claude W. Bice, M: M. MacMasters and G. E. Hil- 
bert, of the U. S. Department of Agriculture North- 
ern Regional Research Laboratory (Science, Sept. 8). 

The starch sponges could also be used to introduce 
medicinals such as penicillin and sulfa drugs into the 
body during operations, they suggest. 
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The sponges would be slowly dissolved and absorbed 
in the body and the medicinal substance at the same 
time would be slowly released, the scientists believe, 
on the basis of tests of the studies in beef serum. 

The sponges are highly absorbent and, unlike cot- 
ton, they are firm enough to hold absorbed liquid 
during gentle handling.—Science News Letter, Septem- 
ber 16, 1944. 





INJURIES OF THE URINARY TRACT COMPLICATING 
FRACTURES OF THE PELVIS 


THEODORE H. SWEETSER, MLD. 
Minneapolis, Minnesota 


| es URY of the bladder or deep urethra should 
be suspected in all cases of fracture of the 
pelvis. Though gross injury of the urinary tract 
is not a very common complication, still failure 
to recognize and deal with it promptly is sure to 
be disastrous. 

Demonstration of, or failure to rule out rup- 
ture of the bladder or deep urethra demands 
prompt suprapubic drainage of the bladder and 
perivesical tissues. Prompt cystotomy is less 
dangerous than watchful waiting; too much 
time must not be spent on diagnostic efforts. I 
have occasionally had difficulty in convincing 
physicians of the importance of this concept. 
That is the principal reason for my presence on 
this program. With a patient in shock and suf- 
fering from serious fractures of the pelvis and 
perhaps of other bones, and also perhaps with 
evidences of cerebral or other visceral injuries, 
one naturally seriously considers the risk of added 
surgery. However, one must realize that the op- 
portunity may have passed within a few hours, 
leaving only the certainty of a fatal outcome. 

Among 103 consecutive cases of proved frac- 
ture of the pelvis treated at the Minneapolis Gen- 
eral Hospital in the last five years, gross injury 
of the urinary tract occurred in twelve cases, and 
there was an unexplained hematuria in thirty oth- 
er cases. Of the twelve cases, two had rupture 
of the bladder, three had rupture of the posterior 
urethra, and two had definite renal injuries. 
Meredith Campbell? reported that, among 116 
cases of pelvic fracture at Bellevue Hospital, 
New York, he found a ruptured bladder in six- 
teen cases, and ruptured posterior urethra in three 
other cases. 

Diagnosis of urinary tract involvement depends 
mainly on the history and physical findings, sup- 
ported by intravenous urography, or catheteriza- 
tion and cystography with an organic iodide solu- 
tion, such as skiodan or diodrast or neoiopax. 
There will be the history of a fall from a height, 
an automobile accident, or crushing between large 


objects or a cave-in. The victim will be seen 
_From_the Department of Urology, Minneapolis General Hos- 
ital. Read at the annual meeting of the Minnesota State Med- 
ical Association, Minneapolis, Minnesota, May 17, 
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to be in shock, with pain in the region of the 
pelvis and lower abdomen. He may have voided 
bloody urine or he may have been unable to 
void. If he has not voided he should not be en- 
couraged to void. There may be an indefinite 
mass in the suprapubic region, and there may be 
a doughy mass in the region of the bladder and 
prostate as felt by rectum or bimanually. There 
may be rigidity of one flank in case of renal in- 
jury. Deformities due to the pelvic fracture may 
be noted, especially if there is combined injury 
of the iliac and pubic parts of the pelvic girdle 
with displacement. 

While combatting the initial shock, intravenous 
urography may be undertaken as soon as the 
blood pressure is high enough to ensure renal 
function. If not satisfied, a soft rubber catheter 
may be cautiously passed, recognizing that the 
findings may be inaccurate and very misleading— 
the catheter may become plugged with clots and 
fail to drain the bladder; the fluid obtained may 
be extravasated urine from within or outside 
the peritoneum ; an area of bladder wall may be 
crushed with several minute perforations without 
greatly disturbing the apparent bladder capacity. 
Injection through the catheter of two or three 
ounces of an organic iodide solution may imme- 
diately establish the diagnosis; the use of air or 
sodium iodide is not recommended. I feel that 
cystoscopy is too dangerous and would usually 
be useless. 

Rupture of the bladder or urethra being sus- 
pected or demonstrated, the extent of the opera- 
tion for suprapubic drainage may vary in accor- 
dance with the patient’s condition, and need not 
appreciably increase his hazards; it may be done 
under local anesthesia. The midline suprapubic 
incision is made. A small incision is made in the 
peritoneum, and is immediately closed if there is 
no evidence of intraperitoneal injury or free urine. 
Any free urine is aspirated and any visceral in- 
jury dealt with before closing the peritoneum. 
The bladder is then opened extraperitoneally, 
foreign bodies removed, and large perforations 
closed if, and in so far as the patient’s condition 
may warrant. The main perivesical clots and 
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urine collections are evacuated quickly, if time 
permits, and penrose drains placed. The cystot- 
omy incision is closed to a large (35-45F. or larg- 
er) drainage tube. That last is the essential fea- 
ture of the operation.*® 


If the injury has been a severance of the pos- 
terior urethra, and if the patient’s condition war- 
rants the expenditure of the time needed, then 
the ruptured urethra may be put into line by a 
catheter passing out through the penile urethra 
or through a perineal urethrotomy as has been 
described by various authors.***7 I feel that 
traction is not needed, since intra-abdominal pres- 
sure will approximate the torn edges if guided 
by a catheter and in the absence of interposed 
clots or other foreign material. 

Fractures, single or multiple, of the pubic 
(anterior) segment of the pelvic ring cause little 
displacement and no shortening or altered align- 
ment of weight bearing (Fig. 1). In the absence 
of visceral complications these factures need only 
recumbency on the back for five or six weeks. In 
fractures involving both pubic (anterior) and 
iliac (posterior) segments of the pelvic ring there 
is a considerable displacement of one side, carry- 
ing with it the lower limb, and causing deformity 
and shortening (Fig. 2). Many types of treat- 


Ocroper, 1944 


ment have been used with the patient lying on 
his back during treatment. I have seen the fail- 
ure of several of these methods. I am inclined 
to agree with Watson-Jones*® that “the key to 
successful reduction is the position of lateral re- 


Fig. 3. 


cumbency,” as shown in Fig. 3 taken from his 
article. He feels that the double plaster spica 
should be placed about a week or ten days after 
the cystostomy, when leakage can be prevented 
or controlled. 


Consideration of the following case summaries 
will illustrate some of the problems probably bet- 
ter than further abstract discussion. 


Case 1—A man, 42 years old, fell from a second- 
story hotel window. He reached the hospital in shock, 
having a premonition of death. He was unable to 
void. His abdomen was distended and the lower abdo- 
men was rigid. X-ray showed fractures of the pubic 
(anterior) segment of the pelvis. Catheterization ob- 
tained 22 c.c. of “bloody urine;” 100 cc. of saline was 
injected and none returned. The catheter had been 
passed without difficulty. Rectal examination had not 
found any bogginess at the prostate. Intravenous urog- 
raphy showed a normal upper urinary tract, but a 
small bladder with irregular vault. Spacing between 
loops of bowel should have suggested free fluid in the 
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Fig. 6. 


peritoneal cavity. Certainly there was enough evidence 


to warrant cystostomy. Two hours later, 800 cc. of 
fluid was obtained by catheter, and for that reason a 
perforation of the bladder was thought unlikely. There 
was no explanation of such a finding, and it did not 
fit in well with the intravenous urogram, which seemed 
to show a filled but small bladder. Three hours later, 
still another 300 c.c. of “bloody urine” was obtained 
by catheter, and nothing returned when fluid was in- 
jected. Again cystostomy was clearly justifiable. When 
I first saw the patient fifteen hours after he was ad- 
mitted, the patient had pulled out the catheter. When 
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Fig. 7. 


it was replaced, fluid was obtained only when the 
catheter was inserted much farther than usual, and 
then there was no odor of urine. Fluid injected did not 
return completely. Injection of air through the catheter 
obliterated the area of liver dullness and only fluid re- 
turned from the catheter. X-ray with the patient sit- 
ting showed air under the diaphragm. Operation was 
performed then. Over 500 c.c. fluid was aspirated 
from the peritoneal cavity, intraperitoneal and extra- 
peritoneal bladder ruptures were repaired, the perivesical 
tissues drained by penrose drains, and a suprapubic tube 
drain placed in the bladder. The patient died about 


MINNESOTA MEDICINE 





the 
and 
not 
eter 
fe- 
sit- 
was 
ated 
tra- 
sical 
tube 
out 


INE 


FRACTURES OF THE PELVIS—SWEETSER 


Fig. 8. 


thirty-nine hours after ,his injury. Autopsy showed 
fractures of the pelvis, ribs, and wrist, multiple super- 
ficial injuries, petechial hemorrhages of the brain and 
bronchopneumonia; there was no evidence of peritonitis. 
Thus there were other sufficient causes of death aside 
from the rupture of the bladder, but it is still evident 
that treatment of the ruptured bladder was unneces- 
sarily and dangerously delayed. 


Case 2. This man, fifty-two years old, walked out a 
third-story hotel window in his sleep and was picked 
up several hours later when he had recovered conscious- 
ness. X-ray showed fracture of the right ilium and 
right sacroiliac joint and a dislocation of the symphysis 
pubis with marked displacement—the type of injury 
emphasized recently by Watson-Jones. The cystogram 
showed extraperitoneal rupture of the bladder and ex- 
travasation (Fig. 4). Suprapubic cystostomy was done 
within six hours after admittance, with repair of a tear 
of the anterior wall of the bladder from urethra to ver- 
tex, and with placing of Kitschner wires in both tibiz at 
the same time. X-ray after one month showed failure 
of traction to reduce the displacement of the pelvic 
bones. The bladder healed well, and the patient left the 
hospital in about fourteen weeks. 


Case 3. A woman of uncertain age fell about 15 feet 
to a concrete floor. She suffered a number of fractures 
neluding fractures of the first and second lumbar verte- 
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Fig. 9. 


bre, both rami of the right pubis and the right wing 
of the sacrum. The associated hematuria strongly sug- 
gested bladder injury, and cystostomy was recom- 
mended. However, in the operating room, fluid used for 
irrigation of the bladder returned completely and was 
promptly free from blood. Cystogram, made with an 
organic iodide solution, showed no extravasation, but 
only displacement of the bladder toward the left (Fig. 
5). Therefore, it was felt that the displacement was 
due to a hematoma at the site of the pelvic fracture, 
and that the hematuria was more probably due to 
kidney injury which could be further best studied by 
intravenous urography. Intravenous urography a few 
hours later showed mild but definite injury of the right 
kidney with displacement of the right ureter and blac 
der. Repetition of the intravenous urography twenty 
four days later showed no abnormality. 


Cases 4 and 5. A man and his wife both suffered 
ruptures of the posterior urethra when their car slid 
off the road in February. Immediate suprapubic cystos- 
tomy was performed on the man before he was sent 
to Minneapolis. The intravenous urogram after he came 
here (Fig. 6) showed the typical upward displacement 
of the bladder. His wife had no elevation of the blad- 
der (Fig. 7). Her injury involved both bladder wall 
and urethra and blood and urine escaped through a 
tear in the anterior vaginal wall. 

These two cases illustrate also the importance of 


Rt5 





INFLUENZAL MENINGITIS—IDE 


other lesions in arriving at a prognosis. The man had 
serious hypertensive renal damage which had previously 
brought him to the verge of uremia; he finally died in 
uremia. His wife had previously lost one kidney. In 
this accident there was delayed recognition of an injury 
of her pelvic colon and she finally died of infection 
spreading from the bowel to the retroperitoneal tissues 
and the buttock. 


Case 6. A man, forty-six years old, in an automobile 
accident, suffered fractures of both pubic bones (Fig. 
8) and fractures of the third and eighth right ribs with 
hemothorax. Cystostomy and perivesical drainage was 
done within 2.5 hours after admittance but his condition 
did not permit any further procedures. Seven transfu- 
sions were given within six days. Twenty-two days 
after the injury the torn urethral segments were brought 
together by passing a sound through the urethra with 
guidance of a finger in the bladder through the cystos- 
tomy wound and an assistant’s finger in the rectum. 
Expecting that there would be some separation of the 
urethral segments, a sound with the long double Béniqué 
curve was first tried but would not pass. Then it was 
found that a sound with the ordinary short curve could 
be passed easily. Thereafter a soft rubber catheter with 
several extra openings was easily introduced similarly 
on a metal guide and was retained by a thread from its 
tip through the suprapubic wound to the skin, where it 
was attached by adhesive. Further convalescence was 
uneventful. 


Case 7.—A boy, nine years old, was run over by an ice 
truck. He arrived at the hospital in a severe state of 
shock with tympanites and a palpable bladder. An in- 
travenous urogram showed an elevated bladder with a 
considerable abnormal space between the bladder floor 
and the symphysis pubis. Cystostomy alone was then 
done, followed twelve days later by catheter drainage 
through a perineal urethrotomy. Six days still later the 
suprapubic tube was removed. After another thirteen 
days the perineal catheter was replaced by a catheter 
passed normally through the urethra. After still an- 


other twelve days (forty-four days after the injury) 
he voided normally. In the four and one half years 
after the injury up to April, 1943, dilatations of the 
urethra were needed at times but progressively less 
often. In April, 1943, he was voiding perfectly well, but 
there was an unexplained occasional difficulty in passing 
sounds or even filiform bougies. Intravenous urography 
showed no abnormality excepting persistence of the ab- 
normal elevation of the bladder floor. An oblique ureth- 
rocystogram explains the difficulty by demonstrating an 
abnormal blind pocket at the site of injury (Fig. 9). 
Since he voids well and since the lumen of his urethra 
has grown with his general growth we hope that fur- 
ther instrumentation may be unnecessary. 


Summary 


Injury of the bladder or deep urethra, while not a 
common complication of fractures of the pelvis, re- 
quires prompt recognition and early surgical treatment 
to avoid disaster. Suprapubic cystostomy with drainage 
of the perivesical tissues is the essential part of the 
treatment. Exploratory opening of the peritoneal cavity 
should be a preliminary step in the operation. If the 
patient’s condition permits, tears in the bladder should 
be sutured or the torn urethra brought into line by 
means of a catheter. 
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INFLUENZAL MENINGITIS 


ARTHUR W. IDE, JR. 


Ist Lieutenant, Medical Corps, Army of the United States 
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° 


EMOPHILUS influenze was first described 

by Pfeiffer in 1893, and the first authentic 
case of influenzal meningitis was reported by 
Slawyk in 1899. Since that time the incidence of 
the disease has undergone a seemingly steady in- 
crease, which may be more apparent than real, 
however, because of improved diagnostic tech- 
niques and ability. 
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Hemophilus influenze has been ranked by var- 
ious authors from first to third in incidence as 
a bacterial cause of meningitis in children, and 
by many has been given fourth place as a cause 
of meningitis for all ages combined. Fothergill 
and Wright® have pointed out that the increased 
incidence of this disease between the ages of two 
months and two years is best explained by the 
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bactericidal power of the blood for the menin- 
gitic strains of the influenza bacillus. Below the 
age of two months this power is high, presum- 
ably because of passive immunity transmitted 
from the mother. Between the age of two months 
and three years the blood has comparatively little 
bactericidal power, but after this age there is a 
gradual increase in acquired immunity. 

It is not surprising, therefore, that the greatest 
mortality in this disease occurs between the ages 
of two months and two years. Until recently the 
mortality was between 90 and 100 per cent. In 
1934 Neal’ presented a study of one hundred 
eleven cases with four recoveries. In 1940 Ale- 
man! collected from the literature 478 reports 
of cases under two years with a 97 per cent mor- 
tality. With more refined methods of early diag- 
nosis and treatment this appalling mortality is in 
the process of being remarkably lowered although 
we are presumably dealing with the same organ- 
ism with the same virulence as these earlier re- 
ports. Alexander* reports a mortality of 24 per 
cent in her series of seventy-five cases treated 
with rabbit antibody and chemotherapy. 


Etiology 


Pittman® has been largely responsible for work- 
ing out the Smooth and Rough forms of H. influ- 
enze and demonstrating on the Smooth forms a 
capsule, which she suggested might contain the 
specific soluble substance analogous to that pro- 
duced by pneumococcus. The organisms of the 
Smooth and Rough forms are morphologically in- 
distinguishable, both showing the same remark- 
able pleomorphism so characteristic of H. influ- 
enze and probably so often confusing the diag- 
nosis. It has also been shown’ that the meningeal 
strains differ culturally and serologically from the 
throat strains of H. influenze. The throat strains 
are usually the benign Rough form except in 
cases of influenzal meningitis, in which the viru- 
lent Smooth forms may be cultured from the 
throat. Subsequently Pittman demonstrated two 
immunological types of the organism, called A 
and B, of which B is so much the commoner in 
the etiology of influenzal meningitis that for prac- 
tical purposes type A may be disregarded. The 
type B organism is diagnosed by capsular swell- 
ing when mixed with type B antiserum accord- 
ing to the Neufeld technique.? This swelling is 
less pronounced than in the case of the pneumo- 
coccus, but is none the less distinct. 
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There has been much discussion as to the 
value and dangers of spinal puncture. Certainly 
it is indicated to establish the diagnosis, and even 
daily punctures to ascertain the course of the 
disease are not unwarranted and are even recom- 
mended.* Arguments for “spinal drainage” are 
less tenable, however. Withdrawing spinal fluid 
in amounts greater than needed for diagnosis and 
following the course of the disease is believed by 
some to favor the formation of adhesions around 
the brain stem with ensuing hydrocephalus. 
Others have felt that, since sulfonamides are in- 
effective in the presence of pus, spinal drainage is 
indicated. Present-day treatment places a differ- 
ent emphasis, however. 


Treatment 


Many different types of treatment have been 
used in this disease, but the most popularly 
agreed upon now are serum and sulfa therapy. 
Wollstein first used goat serum to protect mon- 
keys in experimental infections. In 1932 Ward 
and Fothergill"’ proposed that the previous fail- 
ure of serum in influenzal meningitis was in part 
due to the lack of complement in the spinal fluid 
in that disease in contrast to meningococcic men- 
ingitis, where higher levels of spinal fluid com- 
plement are found. Accordingly they suggested 
the use of complement intraspinally along with 
serum. Anti-influenzal horse serum has been 
used by various workers since 1920, but in 1933 
Pittman’® developed type specific horse anti- 
serum, which in more recent years has been large- 
ly replaced by rabbit serum?, which has a smaller 
anticarbohydrate molecule and is believed to have 
greater powers of tissue penetration and absence 
of the prozone phenomenon. This rabbit serum 
produced commercially by E. R. Squibb and 
Sons is now freely available at the Division of 
Preventable Diseases, Minnesota Department of 
Health, Minneapolis. The older method of treat- 
ment with complement and the serum available at 
that time gave none too good results, and has been 
largely replaced by newer methods. Before the 
advent of sulfadiazine, sulfapyridine was believed 
the most effective in this disease; and a new- 
comer, sulfamerazine, is now being hailed. Sulfa- 
diazine is, however, the most thoroughly proved 
drug. 

Alexander, who has established a very plausi- 
ble plan of therapy*, advocates immediate sodium 
sulfadiazine intravenous drip therapy to establish 
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a blood level of at least 10 mgm. per cent in order 
to achieve bacteriostasis first of all. Large 
amounts of normal saline or Ringer’s solution are 
simultaneously given in the infusion in an attempt 
to wash out through the kidneys the carbohydrate 
specific soluble substance, which is the toxic ma- 
terial released by the organisms and found in the 
body fluids. Subsequently antiserum is added to 
the infusion and given slowly in amounts which 
vary inversely with the level of spinal fluid sugar. 
In this way less antiserum is required, because 
there is less specific soluble substance in the 
body fluids to unite with it. The slow intravenous 
administration is believed necessary because of 
the possible shocking effect of the sudden union 
of large amounts of antibody and antigen—an 
effect reduced also by giving large amounts of 
intravenous fluids. It is recommended that one 
hour and twenty-four hours after completion of 
serum therapy capsular swelling be tested by add- 
ing the patient’s serum diluted 1:10 to a suspen- 
sion of the organism in the spinal fluid (which 
may be saved for eighteen hours before capsular 
breakdown occurs). Only if capsular swelling is 
absent, is further serum therapy indicated. If 
there is no response to intravenous treatment 
within forty-eight hours, anti-influenzal serum 
should be administered intrathecally. 


Experience at Ancker Hospital 


The experience of the Contagion Service of 
Ancker Hospital with Hemophilus influenze 
meningitis has in general reflected the experience 
of those elsewhere. For the six years from 1938 
to 1943, inclusive, the bacterial etiological inci- 
dence for meningitis of all ages was as follows: 
(1). meningococcus (twenty cases) ; (2) tubercle 
bacillus (sixteen cases) ; pneumococcus and he- 
mophilus influenze follow with nine cases apiece. 
In this same group of cases the bacterial incidence 
below two years of age found Hemophilus influ- 
enze in first place with seven cases; second was 
pneumococcus (four cases) ; and third meningo- 
coccus (three cases). The tubercle bacillys caused 
only one case. 


Of the nine cases of influenzal meningitis at 
Ancker Hospital in the past six years there have 
been only two recoveries. One of these was a 
four-year-old white female, who was treated with 
neoprontosil and repeated spinal drainage, and 
eventually recovered after a six-month hospital 
stay. The only other recovery in this series is the 
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fourteen-month-old girl whose case is described 
below. Only one other patient was treated with 
specific serum (not until late in the disease), and 
that one died. Of the influenzal group autopsy 
was performed in all fatal cases, and all were 
proved by direct smear and culture either during 
the hospital stay, at autopsy, or both. 


Case Report 


V. L., a fourteen-month-old white, female child, was 
admitted to Ancker Hospital on November 28, 1943. 
There was a two-day history of fever, irritability, per- 
sistent vomiting, and a slight cough; and the baby had 
shown a tendency to lie in the opisthotonos position. 
Two weeks prior to admission she had had a running 
right ear. Physical examination revealed an acutely ill, 
lethargic infant with a rectal temperature of 103 de- 
grees. Nuchal rigidity was only slight, but neck re- 
traction was present. The Brudzinski sign was strongly 
positive.. Routine blood examination revealed a hemo- 
globin of 10.6 Gms., a leukocyte count of 9,150 with 
65 -per cent polymorphonuclears, and 25 per cent lympho- 
cytes. An admission chest x-ray examination was es- 
sentially negative. Spinal puncture performed on ad- 
mission revealed a slightly turbid fluid with a pressure 
of 30 cm. of water, 920 cells per cu. mm. with 95 per 
cent polymorphonuclears, one plus Pandy reaction, and 
40 mg. per cent sugar. The fluid revealed H. influenze 
type B on smear and culture at both the Ancker Hos- 
pital laboratory and the Division of Preventable Dis- 
eases, Minnesota State Department of Health. 

Sulfadiazine was begun immediately by mouth, and 
twenty hours after admission a continuous intravenous 
infusion of sodium sulfadiazine and normal saline was 
begun at the rate of 0.1 Gm. of sodium sulfadiazine 
per kilogram of body weight for the first four hours. 


- During the next two hours 50 mgm. of antibody ni- 


trogen—two ampoules—of anti-Hemophilus influenze 
type B rabbit serum were run in slowly intravenously. 
The continuous intravenous drip was continued another 
sixteen hours with sodium sulfadiazine dosage reduced 
to 0.02 Gm. per kilogram of body weight added to the 
infusion at four hour intervals. 

Shortly after the infusion was discontinued, the 
child was obviously much improved. Sulfadiazine was 
continued by mouth at the rate of 0.35 Gm. per kilo- . 
gram (2.5 grains per pound) per twenty-four hours, 
which maintained a blood level of 11.8 mg. per cent. 
Other therapy included postural drainage, vitamin sup- 
plements, and one whole blood transfusion. The child 
continued to improve, although there developed an 
arthritis of the right elbow, which had subsided by the 
twelfth hospital day. At no time did the rectal tem- 
perature exceed 103 degrees F. On the ninth, tenth 
and eleventh hospital days the temperature gradually 
rose to reach 102.4 degrees F. on the eleventh hospital 
day, when a faint, generalized, erythematous, macular 
rash was observed. On the supposition that drug fever 
had developed, sulfadiazine was discontinued, and twelve 
hours later the temperature had dropped to normal, 
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PULMONARY TUBERCULOSIS—SLATER 


where it remained for the eleven succeeding days of the 
hospital stay. On the twenty-second hospital day the 
spinal fluid was entirely normal, including negative 
smear and culture, and the patient was discharged. 
During her hospital stay she received a total of five 
spinal punctures, about 5 to 7 c.c. withdrawn each time. 
There was no change noted in her condition following 
any one of these punctures. 

She was again admitted to Ancker Hospital on Feb- 
ruary 23, 1944, for an upper respiratory infection, and 
was discharged as recovered eight days later. At this 
time the only recognizable stigma resulting from the 
previous meningitis was what appeared to be a nerve 
deafness. 


Conclusions 


1. Hemophilus influenze is generally ranked 
from first to third in incidence as a bacterial 
cause of meningitis in children, and is especially 
common between the ages of three months and 
two years. 

2. The mortality rate of this disease, previous- 
ly close to 100 per cent, is now in the process of 
being remarkably lowered by modern methods of 
early diagnosis and improved therapy. 

3. These methods include sulfadiazine as the 


most thoroughly proved drug (although sulfa- 
merazine is now also recommended) and anti- 
Hemophilus influenza type B rabbit serum. 


4. Ancker Hospital statistics and the case of a 
fourteen-month-old infant successfully treated 
with sulfadiazine and serum are presented. 
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PRACTICAL POINTS IN THE DIAGNOSIS OF PULMONARY TUBERCULOSIS 


S. A. SLATER, M.D. 


Superintendent and Medical Director, Southwestern Minnesota Sanatorium 
Worthington, Minnesota 


WENTY-FIVE or thirty years ago, all too 

often a patient was told he did or did not have 
tuberculosis when the diagnosis was based wholly 
on his appearance. Today, with the advances that 
have been made in medicine, short cuts are fre- 
quently attempted and often a patient is told he 
has or does not have tuberculosis from an x-ray 
alone. To attempt to diagnose clinical tuberculosis 
from an x-ray alone is no more justifiable or 
forgivable than it was to tell a patient that you 
could look at him and tell him he did not have 
tuberculosis or, if he was emaciated, had a hectic 
appearance and hacking cough that he was a vic- 
tim of this disease. One cannot deny the value of 
the x-ray in the diagnosis of tuberculosis, for it 
has been the greatest aid we have; but it is only 


“Read before the Session of the American College of Chest 
Physicians at the annual meeting of the Minnesota State 
Medical Association, Rochester, Minnesota, April 15, 1944, 
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an aid and should be used with other means at 
our command before a definite diagnosis is made. 
If the correct diagnosis is, to be made as early as 
possible it is necessary to use all the means at 
our command for both the best interest of the 
patient and our professional reputation. 

The fact cannot be denied that even today too 
many cases are reaching a far advanced stage 
before being discovered, and when a single means 
of diagnosis is being relied on, too many are. be- 
ing diagnosed as tuberculosis when such is: not 
the case. It should be well understood that the 
x-ray, like physical signs, tells what has taken 
place rather than what is taking place. It is not 
a matter of coming events having cast their shad- 
ow but rather of past events having cast their 
shadow. One is naturally interested in knowing 
what is taking place at the time of examination 
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for in that way only can one differentiate clini- 
cally active disease from that which has left its 
shadow and may at the time be clinically in- 
active. 

The Army cannot be commended too highly 
for having all inductees x-rayed, but at the same 
time there is room for criticism in the number 
that have been diagnosed tuberculous and dis- 
charged when there is no active tuberculosis pres- 
ent or the shadow is due to some other condition. 
One will agree they should not remain in the 
Army if the x-ray shows a shadow suggestive 
of present or previous pathology of tuberculosis. 
Even though it may be a healed condition he 
should not remain in the service for there would 
be a danger of an inactive case breaking down as 
a result of strenuous duties and irregular life and 
thus endangering his own life and others with 
whom he may associate. These men are often in 
need of further study to determine the exact con- 
dition that caused the x-ray shadow. I have been 
consulted by a number after their rejection, some 
of whom had been told the disease was active and 
had been advised to have sanatorium treatment 
when the disease was not clinically active. The 
shadow in other cases was due to conditions other 
than tuberculosis. Certainly such a circumstance 
is not good for either the patient or the reputa- 
tion of the medical profession. Mistakes are ex- 
cusable, for all of us make them, but they are 
not so easily overlooked when only one means of 
diagnosis has been used. 


Much progress has been made in the last few 
years not only in the diagnosis of tuberculosis but 
also in its prevention. Most of us appreciate the 
fact that if tuberculosis is to be discovered in its 
early stages one has to look for it. It is my opin- 
ion that the physicians of Meeker county are 
making medical history in the work they are 
doing in going out and looking for the disease. 
It is a demonstration that will be most productive 
by showing the way that others may follow with 
profit. Naturally the most fertile field for finding 
tuberculosis is where there has been family con- 
tact, and the importance of examining family con- 
tacts cannot be stressed too strongly. There are 
naturally many individuals who develop the dis- 
ease when there is no history of family contact. 
These cases are as important to discover early 
as are the others, both to give them the best 
chance to recover and also to protect those with 
whom they may associate. 
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One thing is necessary to produce tuberculvsis, 
namely, the presence of living germs of this dis- 
ease in the body of the individual. Fortunately in 
the midwest a comparatively small number of 
persons harbor living germs of tuberculosis, 
Probably less than 30 per cent of the citizens of 
this locality harbor living germs in their bodies, 
It is highly important to learn who has them and 
who does not. We have a test that can be used 
for this purpose—the Tuberculin test. It is prob- 
ably the most reliable test we have in medicine 
when properly done with potent tuberculin of 
proper dosage and correctly read. By the use of 
the tuberculin test it can be shown that at least 
two-thirds of the citizens do not have living germs 
of the disease in their bodies. The other third 
comprises the group of active and potential cases 
of tuberculosis which should be given careful con- 
sideration and study. The tuberculin test is of 
value only in detecting those who have living 
germs of tuberculosis in their bodies. The next 
thing is to find out if the germs are causing trou- 
ble. Here the x-ray is of the greatest value in 
showing what has taken place, especially in the 
lungs. If the x-ray shows a shadow it is neces- 
sary to make further study to determine if the 
case is clinically active. Here is where other 
means have to be brought into play, such as study 
of history, symptoms and use of laboratory facil- 
ities. Frequent sputum. examinations should be 
made to determine whether or not the patient is 
discharging germs of the disease. The importance 
of finding germs cannot be emphasized too strong- 
ly for if they are present one has to consider not 
only the patient’s condition but also the danger to 
those with whom he may associate. The patient 
who is discharging germs of the disease should 
be isolated and the proper treatment instituted 
suited to his clinical condition. 


I will not attempt to take up the symptoms of 
tuberculosis in detail which for the most part may 
be vague or indefinite and simulate those pro- 
duced by other diseases. It is important that they 
be studied carefully in connection with those pro- 
duced by other diseases in order to arrive at a 
correct diagnosis. Pleurisy is a common symp- 
tom and should never be overlooked or passed off 
lightly but should be considered due to tubercu- 
losis until proven otherwise. The same is true of 
hemoptysis. However, many such cases are 
due to causes other than tuberculosis, and 
it is highly important that the real cause 
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be learned if possible before the patient is 
dismissed with the statement that the symptoms 
are of no definite significance. Other common 
symptoms of tuberculosis such as elevation of 
temperature or pulse rate, tired feeling, emacia- 
tion, cough, expectoration, loss of weight and 
many others may be produced by conditions other 
than tuberculosis. Naturally every effort possible 
should be made to discover the real cause rather 
than simply to conclude they are due to tubercu- 
losis. It is a serious thing to tell a patient he has 
tuberculosis, causing him to give up his position 
and take the cure when it is not necessary. It may 
be the cause of spoiling a patient’s life. Although 
clinically-active tuberculosis is conclusively prov- 
en, the fact that other diseases may be present 
should not be overlooked, and every means used 
to detect them so that proper treatment can be 
instituted at the earliest possible moment. 

We have made progress both in the diagnosis, 
treatment, and in markedly lowering the death 
rate from tuberculosis; but a victory has not 
been won, and until then we must continue on 
the job using the best and most practical methods 


to discover tuberculosis as early as possible, not 
only for the best interest of the patient but the 
protection of others. It cannot be emphasized too 
strongly that the success will depend largely on 


..the family physician, who is the most important 


factor in the tuberculosis campaign. 

Following all great wars there has been a 
marked increase in tuberculosis, and although ev- 
erything possible is being done to prevent men 
with tuberculosis from getting into the army, it 
must be remembered that they will be exposed 
when they enter those countries where the tuber- 
culosis death rate is high, and no doubt many 
will return and break down later. Every effort 
possible should be made to keep the number at a 
minimum. Regardless of how good a job the 
army does there will be much left for those on 
the home front to do after these boys return and 
it is my hope we will not fail to fulfill our duty. 

The purpose of this paper is to encourage the 
use of all means at our command in order to 
make a correct diagnosis at the proper time. It 
cannot be done by relying only on one or two 
of the many available means. 





VALUE OF DRUGS IN TUBERCULOSIS 


Promin, Diasone, Promizole and certain related com- 
pounds appear to possess in varying degree the ability 
to restrain development of experimentally-induced tu- 
berculosis in guinea pigs. It is recognized that this 
offers many contrasts with clinical tuberculosis in hu- 
mans, even though the causative organism is the same. 


Clinical and roentgenological data so far made avail- 
able are as yet inadequate both quantitatively and 
qualitatively to permit, even tentatively, a positive evalu- 
ation of the curative effects of such drugs upon tuber- 
culosis in human beings. Until controlled studies of 
adequate scope have been reported it is recommended 
that none of these drugs be used for treating tuber- 
culous patients except under conditions which will add 
to our knowledge of their clinical action, and in the 
presence of adequate facilities to protect patients ef- 
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fectively from their potentially serious toxic effects. 
Patients and physicians must be reminded of the Fed- 
eral regulations which prohibit distribution of a drug 
in the experimental phase of development to other than 
research institutions to which the material is assigned 
by the manufacturer for either laboratory or clinical 
investigation. 


Any use of chemotherapeutic agents in the treatment 
of tuberculous patients must, therefore, be regarded as 
a purely clinical investigation. It must be emphasized 
that such use is not without hazard and that the roent- 
genological and clinical evidence reviewed gives no 
justification at this time for more than a critical inter- 
est in the value of these drugs in patients—Report of 
Committee on Therapy, American Trudeau Society, 
Amer. Rev. Tuber., April, 1944. 
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Presentation of a Case 


Dr. C. H. Mean: This thirty-five-year-old, severely 
kyphotic white male was admitted to the hospital slight- 
ly over one month before his death complaining pr mari- 
ly of abdominal pain. The onset of this pain was grad- 
ual beginning two and one-half days prior to admit- 
tance, following a meal of rutabagas. There was a 
dull aching constantly in his epigastrium with a super- 
imposed intermittent crampy and colicky type of pain 
occurring in attacks which were becoming progressive- 
ly more severe and more frequent. The pain was ex- 
aggerated by activity and was only slightly relieved by 
rest. There was no radiation to the back or thighs. 
There had been no defecation since the onset and very 
little flatus. Constant nausea and increasingly frequent 
emesis was noted. He was vomiting everything taken by 
mouth. There had been several similar attacks on pre- 
vious occasions and these had come on after eating ap- 
ples or rutabagas. Cooked apples did not bother him. 
On previous occasions the attack would last for a day 
or two and then gradually subside; however, on this 
occasion his condition had become progressively worse 
and he decided to see a physician for the first time. 
He had become severely kyphotic following an injury 
in infancy. Except for his deformity and the symp- 
toms listed he considered himself in fairly good health 
and had had no recent illnesses. The past history of 
systems was entirely irrelevant. The patient had 
taken a large dose of epsom salts the morning of ad- 
mission to the hospital. Much of this had been vom- 
ited. He had had daily bowel movements until the on- 
set of the abdominal pain. 

He was writhing about the bed with abdominal pain. 
His temperature was 99.4° F., pulse 100, respiration 18 
and blood pressure 120/80. His teeth were very cari- 
ous and there was serious malalignment probably re- 
sulting in poor mastication. The kyphotic deformity 
was of a most severe grade. There was marked epi- 
gastric and right side abdominal tenderness with mus- 
cular spasm, rigidity and three plus rebound tenderness. 
The abdomen was markedly distended, tympamnitic over 
the entire abdomen above the level of the umbilicus. 
The tenderness extended from the epigastrium to the 
right upper quadrant. The left upper quadrant was 
soft and not tender. Slight borborgamy was heard in 
the right epigastrium. The white blood cell count was 
36,000 with 85 per cent neutrophiles. An x-ray “flat 
plate” of the abdomen revealed no evidence of obstruc- 
tion of the intestines. 


Confronted with this history, extreme skeletal de- 
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formity, physical findings and laboratory data, I felt 
that the patient was suffer‘ng from an acute intestinal 
obstruction resulting from some marginal mechanical 
and recurrent mechanism very likely dependent upon 
his deformity. Working on this same theory, Dr. Earl 
Barrett who first saw the patient found that it gave 
him relief to assume a knee-chest position. However, 
it became obvious to Dr. Barrett and myself that sur- 
gical intervention was mandatory. Under ethylene and 
drop ether anesthesia and through an upper right rec- 
tus incision there was found a tremendous pressure in 
the upper peritoneum exerted by a dilated stomach. 
It had been impossible to pass a stomach tube preop- 
eratively and a second attempt Was again unsuccessful 
during the operation. The stomach was aspirated with 
a trocar and fluid was removed. There was no dis- 
tension of the small or large intestines and no other 
pathology was noted in the visible and palpable parts of 
the abdominal cavity. A catheter was pushed through 
the pyloric valve far into the duodenum to a point 
where it would not pass and sutured into position. It 
was brought out through the omentum and a stab in- 
cision in the lateral aspect of the abdomen. The an- 
esthetist was unable to get any evidence of blood pres- 
sure preoperatively or during the operation, and the 
pulse could not be felt excepting on occasions when it 
was very weak and thready and then the rate was noted 
at from 114 to 140. The tremendously dilated stomach 
contained approximately 2500 c.c. of yellowish fluid 
and large masses of vegetable matter (apparently ruta- 
bagas) were scooped out of the duodenum through the 
pyloric valve. The patient’s condition was such that 
any additional surgery may well have been fatal. 


Considering his extremely poor condition on the op- 
erating room table the patient was in good condition on 
the first postoperative day and showed gradual im- 
provement thereafter. It soon become obvious that the 
duodenum was obstructed and that. none of the fluid 
taken by mouth was passing through it.. It simply 
ran out through and around the tube left in the duode- 
num. His temperature and pulse returned to normal 
and he began regaining his strength, being fed entirely 
by intravenous drip method. At the end of one month 
postoperative care the patient was anxious to go home 
and he appeared in excellent condition. 


A second laphorotomy was performed with the hope 
of short circuiting about the site of obstruction. How- 
ever, the patient’s blood pressure again fell to zero be- 
fore the operation was started. A hasty exploration 
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revealed an obstruction at the point where the duode- 
num, vertebral column and superior mesenteric arteries 
come together. A Witzel type of enterostomy was per- 
formed below the obstruction and the abdomen quickly 


Fig. 1. Mounted liver, pancreas, duodenum, mesenteric ves- 
sels and loops of small intestines. 


closed. The patient appeared satisfactory on the first 
postoperative day but rapidly lost strength thereafter to 
die on the third postoperative day. 


Autopsy 


Dr. A. H. Wetts: The patient’s immediate cause of 
death was an acute generalized peritonitis due to a 
mixed bacterial culture of uncertain origin, but prob- 
ably from the lumen of the jejunum or duodenum which 
were opened at the time of the last operation. A 
site of obstruction was found where the super:or: mes- 
enteric artery crosses the duodenum directly overlying 
the vertebral column (Fig. 1). There was a most se- 
vere kyphosis (Fig. 2) which resulted ‘in a remarkable 
prominence of the bodies of the lumbar vertebrae in 
this part of the abdomen accentuating the tendency for 
pressure of the superior mesenteric artery upon the 
duodenum. Furthermore, the superior mesenteric ar- 
tery was under considerable tension because the loops 
of small intestine were displaced into the pelvis by 
the marked deformity and prominence of the vertebral 
column. There were a few thin fibrous adhesions 
which tended to fix the last part of the duodenum high 
in the abdominal cavity thus holding the duodenum in 
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place even though they did not significantly decrease the 
size of the lumen. The liver, pancreas, superior mes- 
enteric vessels, and loops of small intestines have been 
mounted in Figure 1. There was only mild dilatation 


Fig. 2. Severe kyphotic deformity with prominence of the 
lumbar vertebrae. 


and no hypertrophy of the duodenum. The stomach 
walls were moderately hypertrophied and its cavity 
moderately large. The bodies of the mid-dorsal ver- 
tebrae were badly deformed but there was no evidence 
of tuberculosis or apparent etiology of the kyphosis. 
There was no tuberculosis evident in the lungs. 


Discussion 


Dr. A. H. Wetts: Man is predisposed to an obstruc- 
tion of his duodenum as a result of pressure of the su- 
perior mesenteric vessels upon the duodenum by virtue 
of his upright position. In four-legged animals this 
pedicle of mesenteric vessels drops horizontally from 
the spine and therefore it has no tendency to interfere 
with the duodenum. The subject of chronic duodenal 
obstruction has received a great deal of discussion in 
the surgical literature including work by Bloodgood?)?, 
Wilkie®19, Robertson®, Waugh*, Higgins’, Kellogg and 
Kelloge*, Stavely?, and McCehee5 It is obvious that 
there is a group of patients who have been treated sur- 
gically for possible superior mesenteric artery pressure 
upon the duodenum which has resulted in much de- 
bate as to the accuracy of the diagnosis and efficacy 
of the treatment. On the other hand, there is another 
group in which there is no question about obstruction 
of the duodenum by the superior mesenteric vessels. 
Among the many factors resulting in an undue drag of 


the mesentery leading to duodenal compression are thosey 
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of abnormal rotation of the bowel with sharp angulation 
of the duodenum about the mesenteric stalk, congenital 
or acquired visceroptosis with the small intestines sink- 
ing into the pelvis, a mobile cecum which sags into the 
pelvis, cicatricial adhesions pulling on the cecum or 
small intestine, thus pulling the superior mesenteric ar- 
tery tense, chronic inflammatory and neoplastic proc- 
esses of a wide variety situated at the proper site in 
the mesentery near the duodenum, deformities of the 
spine as in our case and possibly loss of supporting fat 
and defective body posture in certain patients. 


Dr. C. H. Meap: D. P. D. Wilkie!®, professor of 
surgery at the University of Edinburgh, has presented 
seventy-five cases of his own in which there was a 
surgical attempt at correction of chronic duodenal ileus. 
It is quite interesting to note that in nineteen of these 
cases or 25 per cent there was an associated gastric 
or duodenal ulcer. There were twice as many females 
as males in this group. He found that the one out- 
standing symptom which was constant in all of his case 
records was epigastric fullness and flatulence coming 
on a short time after meals. Pain was usually com- 
plained of starting about one-half hour after food and 
felt just to the left but sometimes.to the right of the 
umbilicus. Vomiting was not a constant symptom but 
when it did occur it was usually in periodic bouts. 
In the majority. of cases a barium meal will be held up 
at the site of duodenal obstruction. In the less severe 
cases of duodenal compression, the diagnosis may be- 
come very difficult and finally fade off into a field of 
theory and imagination, where there is plenty of room 
for debate. 


Duodenojejunostomy re-routing the food around the 
site of constriction is the most generally applicable type 
of operation for this condition. In our patient there 
was never sufficient time to permit anything but the 
simplest procedure. 


Final Diagnosis —(1)Kyphosis (severe); (2) ducde- 
nal obstruction by superior mesenteric artery pressure; 
(3) enterostomy; (+) acute generalized peritonitis; (5) 
congenital bicuspid aortic valve; (6) congenital absence 
of right kidney. 
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TUBERCULOSIS 


It is fully realized that it is essential for our future 
to win this war, and the finding of a case of tuberculosis, 
with the prevention of its further spread, is as definite 
an act toward winning the war as the destruction of 
an enemy plane or tank. This is especially true of our 
industrially employed. A case of tuberculosis in a 
worker not only removes an important element in pro- 
duction but also necessitates the dissipation of the 
energies of many others to restore him to health. These 
people can and should be engaged in the more fruitful 
work of winning this war. The physicians, nurses, social 
workers, educators, attendants, dietitians, and all others 
directly or indirectly related to the care of a tuberculosis 
case will find that they have only a minimal amount of 
time to care for tuberculosis. Although by case finding 
their load will be greater, the removal of an open case 
from industry will in the long run prevent the increased 
rise in tuberculosis morbidity and mortality which we 
greatly fear. The industrial case, therefore, is more im- 
portant ‘than just any case of tuberculosis. 


When industry and the worker realize the terrible 
cost in manpower and human suffering that tuberculosis 
entails and that a method of control is feasible, then 
case finding in industry will be more eagerly accepted 
and may, in fact, be one of the outstanding contributions 


IN INDUSTRY 


survive this war.— 
Industrial Medicine, 


toward public health that will 
Irvinc R. TApersHAw, M.D., 


March, 1943. 
* * * 


Present experience in England presents a warning 
to public and industrial health workers that must not 
be overlooked. This is the present sharp increase in 
tuberculosis, which has been especially large among 
women in general and particularly among young women. 
The cause for this increase in the tuberculosis death 
rate is the most difficult health problem confronting the 
health authorities in England. It is felt that over- 
crowding, poor nutrition, worry and many other factors 
are all contributory, but as yet the one chief factor 
has defied recognition, as well as the reason for the 
predominance among young women.—M. H. Kronen- 
BERG, M.D., J.A.M.A., March 11, 1944. 

* * * 

It is obvious that industry is going to have tubercu- 
losis as a by-product. The Army has and will have tuber- 
culosis as a by-product, and the civilian population is go- 
ing to continue to feel the impact of both. This may 
severely tax bed facilities for there is no bed surplus 
anywhere if we really use the beds the way they should 
be used.—Harry M. Mustarp, M.D., 1943 Transactions 
Natl. Tuber. Assn. 
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HISTORY OF MEDICINE IN WABASHA COUNTY 


oo boundaries of Wabasha County as set forth by the first territorial legislature 
— included the territory which is, at present, divided into Wabasha, Goodhue, 
ie Dodge, Olmsted, Winona, Mower, Houston, and Fillmore Counties, and includes 
sé nearly one-half of Dakota County. In 1855 Wabasha County was reduced to 
1 ob- its present size, and this is the territory which will be covered in the present 
a8, paper. The name of the county, and of the city of Wabasha, is derived from 
ae, the name of the noted chief of the Keoxa band of the Sioux Indians. His name 
ure.» was Wa-Pa-Shaw, and his village was at Winona, but each year, after planting 
+ some thirty acres of cultivated land on the prairie of Winona, he and his tribes- 
iin men left their lodges and came in canoes to their hunting grounds at Wabasha. 
Bull. There were often one hundred and sometimes two hundred lodges about Wa- 
basha, and canoes lined the shore for miles. Despite the loss of one eye, old 
ae. Wa-Pa-Shaw was noted for his striking appearance. He was friendly to the 
M. whites, influential in council, and in his younger days one of the best hunters in 
the tribe. After his death in 1834, his son moved his village to the mouth of the 
Zumbro River, six miles below Wabasha. Reed’s Landing, formerly Rocque’s 
Landing, several miles above the city, was the site of the first white settlement. 
The future town of Wabasha was christened in 1843.+ At this time the few 
residents there were either connected with the Indian trade or were government 

employes. Others did not come until about 1850. 

The first medical practitioner of whom we have a record in the county was 
a Dr. McThurston. He came from Ireland and remained in the town of Wa- 
basha for a short while in 1852. His qualifications as a physician are unknown. 

The second physician was Francis H. Milligan, who located in Wabasha in 
1853, and for a few years was the only physician in that vicinity. Dr. Milligan 
was a graduate of the Jefferson Medical College (1851), and had practiced in St. 
Louis for two years prior to his coming to Minnesota. In the early county elec- 
tions, Dr. Milligan won several offices, serving at one time or another, as sheriff, 
treasurer, and register of deeds. 

During the fifties settlers began to come in ever-increasing numbers, but many 
of the customs and dangers of earlier days still survived. We are told: “Shoot- 
ing in many cases was considered as almost a pastime, and bullets were frequent- 
ly the messages sent to convey intelligence of some offense either real or fancied. 
Milligan was frequently the target at which the bullets were aimed, but never 
were the results very serious.” There were still many Sioux Indians in the lo- 
cality and they held their last celebration over a Chippewa scalp in the town in 
1858. Dr. Milligan remained in Wabasha until his death in 1888. He served in 
the war, was the president of both the county and the state medical societies, 
and was elected mayor of Wabasha. 

Among the other pioneer physicians in the county was J. P. Bowen, who came 
to Wabasha in the winter of 1855-56. He was a co-partner of Dr. Milligan for 
one year and remained until the spring of 1859. Dr. Nathaniel Tefft came to 
Minneiska in 1855. He served as a member of the first state legislature in 1857 


obile 
a. » 


+The town was not actually platted until 1854. 
tW. H. Mitchell and U. Curtis: “A Geographical and Statistical Sketch of Wabasha County.” P. 153 
(Rochester, 1870). 
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and again in 1861 and 1871. In 1860 he located at Plainview and was an active 
member of the county and state medical societies during the early days of their 
organization. Dr. F. Chauncy Gibbs was one of the seven men to lay out the 
village of Centerville (1856), which later became Plainview. He came to Min- 
nesota from Ohio in order to renew his health and did not intend to practice 
medicine. However, the next year found him continuing in his profession. 

The first doctor in Mazeppa of whom there is a record was Ostrom S. Lont, 
who located there in 1856. He was modest and genial and, by a conservative prac- 
tice, won many friends although he did not claim to be a graduate of any medical 
school and he admitted he was not much of a surgeon. It is said that he prescribed 
condition powders as “hot as pepper” and that some of his patients almost hic- 

_ coughed to death from the results. As an illustration of what he, as well as all 
the other pioneer physicians had to contend with, an early history of Wabasha 
County has this to say: “One day, he (Dr. Lont) set out with a team to visit 
a patient seven miles away across the prairies. A furious snowstorm came on, 
and he succeeded in going only four miles and was housed up four days. At the 
end of this time, with assistance, he was able to make his way through the drifts 
back to Mazeppa. In the meantime he had not seen the patient, and the feelings 
of his wife, who was home and knew nothing of his whereabouts, can easily be 
imagined.” Dr. Lont continued to practice in Mazeppa under an exemption cer- 
tificate for many years. He was the president of the county medical society in 
1870. 

Another early physician was Dr. George F. Childs, who practiced in Minnieska 
from about 1857 until 1860, when he moved to Washington, D. C. He very 
probably lived a short time in Minneiska several years earlier (1854 or 1855) 
and spent the intervening years at Winona City. Calvin D. Vilas was the first 
practitioner in Lake City, arriving there about 1857. He remained for several 
years and returned after the close of the Civil War. He graduated from the 
University of Vermont in 1846 and is said to have brought the first clinical 
thermometer into the locality. William L. Lincoln, who became one of the out- 
standing physicians in the county, came to the town of Wabasha in the summer 
of 1857, having previously practiced in Massachusetts and Missouri. He be- 
came an active member of the county and state medical societies and served as 
president of the latter. 

It is difficult to determine what diseases afflicted the county in the fifties, since 
newspapers are not available and the county histories do not touch on this sub- 
ject. They probably had the same diseases as other river towns of the time— 
diphtheria, scarlet and typhoid fever, and possibly Asiatic cholera. It is certain, 
at any rate, that physicians were kept busy treating people for the broken bones 
and injuries which were common to the strenuous physical life of a pioneer 
settlement. 


1860-1869 


In March of 1860, F. H. Milligan published, in the Wabasha Journal, a notice 
requesting the practitioners of medicine in Wabasha County to meet in his office, 
in order to organize a medical society and to transact other business for the bene- 
fit of the profession. Apparently no actual organization grew out of this meeting. 
Nevertheless, they did agree on the following scale of prices :* 


All visits within one mile of office—$1.00. 
Visits over one mile, mileage to be added at the rate of $.50 per mile going to the patient. 
All visits within town or country after usual bed time, one-third more. 


*“Wabasha Journal,” April 2, 1860. 
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Consulting with attending physician—$3.00. 

All subsequent visits with attending physician—$1.00. 
Vaccinating—$1.00 

Cupping—$1.00 

Venesection—$1.00 


All cases where physician is detained more than usual time at request of patient—$1.00 
per hour. 


Obstetrical cases—$5.00 to $20.00 plus mileage. 
All surgical cases to be charged at the same price as recognized by the Fee Bill of the 
College of Physicians and Surgeons of Philadelphia. 


A note was added to the effect that all persons would be required to settle their 
accounts every three months if they expected further medical service. 

The same year a city physician, Dr. Milligan, was elected for the first time for 
the city of Wabasha. 

A county poorhouse was established at an early date and the county took 
charge of the indigent. In 1855, under the township act, this responsibility fell 
upon the individual townships and, in case of illness, the local physician gave 
his services and sent in his bill to the county commissioners. In 1864, however, 
the care and management of the poor fell under the direct management of the 
county commissioners, who acted as superintendents and who appointed county 
physicians for given localities. 

In February, 1863, the newspapers published a reference to an unusual amount 
of sickness prevailing in the vicinity of Wabasha. This is said to have taken 
the form of scarlet fever, lung fever and throat diseases. In 1865 there was a 
bad epidemic of diphtheria which began in the winter and continued through the 
spring. There are other occasional references to cholera morbus, measles, and 
fevers, from which it is hard to gather any definite data. 

Approximately twenty physicians came to the county during the sixties. Some 
stayed but a very short time and of some we know only the names. Sheldon 
Brooks came to Lake City at an early date and conducted a moderate prac- 
tice, although he devoted the greater share of his time to business. Dr. Perrine, 
an eclectic physician who practiced and also ran a drug store, J. W. Woodworth, 
a “botanic physician,’ W. H. Rice (1861), a homeopath and hydropath, and 
Mrs. M. S. Tilson, a homeopath and the first woman doctor in the locality, also 
practiced in Lake City, but none of them remained permanently. It is to be noted 
that there apparently was a preference for the homeopathic school in that lo- 
cality; and there continued to be practitioners of that calling through the year 
1900. F. E. J. Canney, a homeopath, G. W. Green, an eclectic, E. C Spaulding, 
R. N. Murray and H. W. Spafford came later in the sixties. The last named 
was a graduate of Queens College, Canada, and also had received a diploma 
from the Opthalmic Infirmary of New York. He helped to organize the county 
medical society and served as president of the organization in 1872. 

To Wabasha city there came, among others, William Lindenburg, I. J. Wells, 
C. P. Fisher and P. C. Remondino. The last named practiced for a short while 
with Dr. Milligan before setting up his own office. He was a graduate of the 
Jefferson Medical College. He served with the French Army during the Franco- 
Prussian War and left Minnesota for California where he became quite prominent 
in public health activities. 

Newcomers to Plainview were J. P. Waste, who was a partner of Doctor 
Tefft, and a Dr. Westfall and W. A. Allen, homeopaths. 

During the Civil War, Drs. Milligan, Remondino and Lincoln served as sur- 
geons in Minnesota regiments. O. W. Crary, J. P. Waste and J. P. Davis joined 
regiments from other states, and John C. Adams served in the Confederate Army. 
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The war was as disturbing an element to the medical profession as to any other. 
One physician expressed his willingness to receive wheat in return for“his serv- 
ices. Others devoted time to running drug stores or other private enterprises. 
An indication of the times is seen in the newspaper notice (July, 1864), pub- 
lished by Drs. Milligan and Lincoln, that they were advancing prices 50 per cent. 

Toward the end of the sixties, times became more prosperous, and the number 
of physicians in the county seemed to warrant another attempt to form a medical 
society. It is the view of Curtiss-Wedge} that a “tacit understanding was in- 
dulged in by those who had been in the practice of medicine in Wabasha and 
Plainview as to the status of a county medical society; but this arrangement 
did not carry. Dr. Vilas had temporarily left Lake City and it was not known 
that there was a graduate in medicine in active practice there at that time. The 
initiatory steps were, however, taken at Lake City...” The first meeting was in 
June, 1869. The charter members of the society were F. H. Milligan, president ; 
E. C. Spaulding, secretary; I. J. Wells, H. W. Spafford, R. N. Murray and P. 
C. Remondino. At that time, Dr. Spaulding gave a large share of his time to 
editing the Lake City Leader. R. N. Murray, also of Lake City, was in the mill- 
ing business, although he began to practice soon after this meeting. In December 
of 1869 N. S. Tefft and J. P. Waste became members. It was proposed that 
the society should assume the duties of county physician for the sum of $800 
per year, this sum to be used for the purchase of instruments and books for the 
medical society. Although the county commissioners accepted the proposition, 
there is no record of such purchases being made. 

Among the first items of business transacted by the organization was the adop- 
tion of a fee table, some of the provisions of which remain the same today. 
Country calls were at the rate of $1.00 a mile, ordinary calls in town, $1.50, and 
visits on board a steamboat or at the railroad station were from $3.00 to $5.00, 
as were also visits to places where smallpox or cholera existed. The charge for 
introducing a seton was $2.00, ordinary obstetrical cases brought from $10.00 
to $15.00, testing urine by ordinary analysis, $5.00 to $10.00, and reducing 
ordinary hernia by taxis, $5.00 to $20.00. The reducing of strangulated hernia 
by operation, treating secondary or tertiary syphilis, or trephining of the cranium 
were valued at from $50.00 to $100.00. The charge for operations involving 
great risk to life ranged from $100.00 to $500.00. 


1870-1879 


During the seventies, nearly thirty new physicians began to practice in the 
county. This is not, however, an indication of much growth in the profession, 
since only a few remained permanently. 

John C. Adams, who had come to Lake City several years before as the rec- 
tor of the Episcopal church, began to practice medicine in 1872. He obtained his 
medical degree in 1857 from the University of Louisiana and became known as 
a contributor to medical journals and an active member of the county and state 
medical societies. George R. Patton, who received degrees from Miami Medical 
College in 1855, and the Medical College of Ohio, made a name for himself in 
Cincinnati before coming to Lake City in 1871. He was connected with the 
Miami Medical College, and was the author of a number of medical brochures. 
He invented some instruments and spent much time in scientific research. B. F. 
LaRue, who was affiliated with the local and state medical societies, came to the 
county about 1870. E. O. Baker, L. P. Bunce, Charles W. Crary, Carl C. Stauff 
and G. Nicolai were also practitioners who located at Lake City. 


tFranklin Curtiss-Wedge: “History of Winona and Wabasha Counties,” p. 703. 
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W. T. Adams, a graduate of Rush Medical College, came to Elgin in 1875 
and remained there, an active practitioner, for forty-two years. He identified 
himself with the county, state, and national medical societies as well as the 
Southern Minnesota Medical Association, of which he was one of the organizers. 
D. H. Roberts came to Plainview; J. P. Davis and E. Dukes came to Kellogg ; 
Dwight Brooks and H.-H. Hamilton began to practice in Minneiska; S. P. Jones, 
an eclectic physician, in Weaver; H. N. Rogers, in Zumbro Falls; and E. H. 
Bacon and S. Gould, in Mazeppa. 


In Wabasha, Quincy A. Low from the Long Island Medical College, Ferdinand 
Lessing, University of Pennsylvania, Ferdinand Van Dyke and Newton McVey, 
were affiliated with the county and state medical organizations. J. J. Stone, who 
had been conducting a drug business and had studied with Dr. Remondino, opened 
an office in 1873. Other practitioners were F. L. Richter, E. A. Tupper, E. Thorn, 
C. W. Tinker, and O. Schmidt. 


The Wabasha County Medical Society met annually during most of the seven- 
ties rather than twice a year as was originally planned. Occasionally one year was 
skipped altogether. Membership was not limited to Wabasha County, and adja- 
cent towns in Wisconsin were sometimes represented. Those who served as 
presidents of the organization were F. H. Milligan (1869), N. S. Tefft (1870), 
(none in 1871), H. W. Spafford (1872), William L. Lincoln (1873), M. B. 
Axtell of Pepin, Wisconsin (1874), J. C. Adams (1875), J. J. Stone (1876), 
J. P. Waste (1877) and C. D. Vilas (1879). 


The measles was common in 1870 and in 1875 and there were epidemics of scar- 
let fever in the same years. With the exception of severe diphtheria in Minneiska 
in 1878. little else is known of the general health of the county. 


A laporatomy performed by W. L. Lincoln in 1879 is deserving of mention 
because it was unusually successful. The case was one of intestinal obstruction 
due to a loop of the intestine being caught in a hole in the mesentery. About a 
year earlier, mention is made in the minutes of the Wabasha County Medical 


Society meeting of a case of “perityphlitis’ operated with success by John 
Charle Adams of Lake City. 


An interesting sidelight on medical competition of the times was the personal 
rivalry which existed for many years between the elder Dr. Lincoln and the elder 
Dr. Milligan. Dr. Milligan, who came to Wabasha in 1853, was already a leading 
citizen when Dr. Lincoln arrived in 1857. The two practiced side by side and 
served, at various times, on the same town and county boards, and were active 
in politics. Both were later elected president of the State Medical Association and 
both achieved wide reputation as physicians. Their rivalry, however, was vigorous 
and personal and no holds were barred. The sons of both men became physicians. 


Both continued their fathers’ practices in Wabasha and loyally perpetuated the 
family feud. ; 


During this period, a county hospital was established, connected with the poor 
farm at Wabasha. Dr. Milligan was in charge for a number of years. With 
the building of Saint Elizabeth’s Hospital in Wabasha in 1898, however, county 
patients were cared for there, and the county hospital was abandoned. 


The custom of publication by physicians of their professional cards in the lo- 
cal newspapers was a fairly common one up through the seventies. After this 
period, however, these cards began to disappear rapidly from local publications. 
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They ranged from simple, formal statements to floral verbosity. Dr. Vilas’ card 
is an illustration of the latter type. 


Dr. C. D. Vilas 
Resident and Family Physician 
Will hold himself in readiness to alleviate 
the afflicted, and give battle to all diseases 
flesh and blood are heir to. 
Office at his residence on High St. 
Lake City, Nov. 30, 1861 


1880-1889 


Among the new practitioners in Lake City during the eighties were Edward 
A. Patton, who practiced with his father for two years before leaving for Min- 
neapolis, D. W. Horning, a homeopath, and B. F. Mott, an eclectic physician. 
A. E. Balwin and Sheridan Cobb located in Plainview for a short while. In 
Mazeppa we find A. C. Boyd, W. D. Little, R. A. Grove, and F. W. Calkins. 
Drs. McDavit and Sutton spent a short time in Minneiska and G. C. Wellner, 
S. T. Armstrong and a Dr. Tucker in Wabasha. W. H. Lincoln, the son of 
W. L. Lincoln, began to practice in Wabasha in 1887. He specialized in surgery 
and within a few years he was doing most of the work of this type in the county. 
Another of the well-known physicians was James B. Cole, whose father was an 
outstanding physician in Winona. 

Those who served as president of the Wabasha County Medical Society during 
these years were O. S. Lont (1880 and 1887), J. C. Adams (1881), F. N. Mc- 
Vey (1884), J. P. Waste (1885), M. B. Axtell (1886) and N. S. Tefft (1888). 
Meetings were often held semi-annually and papers by the members were usually 
presented at each meeting. In June, 1884, a resolution was adopted repudiating 
the article on the medical profession contained in the recently-published “History 
of Wabasha County” by H. H. Hill and Company. 


At this time the city of Wabasha had a board of health which was appointed 
by the city council and which fulfilled its duties very well. F. H. Milligan, W. L. 
Lincoln, F. W. Van Dyke, and Q. A. Low served on the board at various times. 
Under their direction, people having contagious diseases were quarantined and 
other preventive methods were undertaken to assure the health of the city. C. D. 
Vilas acted as health officer for Lake City for the modest fee of twenty-five dol- 
lars a year. 


The board of health reported only a few sporadic cases of diphtheria in Wa- 
basha and Lake City in 1880. The following year the total number of deaths 
from diphtheria in the whole county numbered twenty-nine. The disease re- 
turned in the winter of 1888 in the vicinity of Weaver and Minneiska and, in the 
winter of 1889, schools in the western part of the county were closed for short 
periods. The death rate does not appear to have been very high during these 
epidemics. In March, 1881, the newspapers reported measles to be “on ram- 
page” at Mazeppa, and there were a few cases of scarlet fever in Wabasha. 
Late in the summer of 1885 there was a considerable amount of dysentery in 
Plainview. 


The duties of county physician were generally divided between seven or eight 
men with yearly salaries ranging from about $56 in some districts to $150 in 
others. The total yearly expenditure by the county for such services was more 
than $600, not including physicians’ fees for the examining of the insane, nor the 
fees of the county coroner. 
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1890-1900 


The arrangements for county physicians remained about the same during the 
nineties. In 1894, the county commissioners allowed each district $20—or more 
if the bills were itemized—for medicines for the poor. One of the county physi- 
cians, W. F. Milligan, son of F. H. Milligan, took charge of the county hos- 
pital and the county jail, and was allowed $75 per year for medicines. In 1898, 
Saint Elizabeth’s Hospital was opened under the charge of the Sisters of the 
Sorrowful Mother. Dr. Milligan was the resident physician. The patients of 
any reputable physician were received. At this time, the county hospital was 
abandoned and county patients were sent to Saint Elizabeth’s. W. L. Lincoln 
opened a hospital in Wabasha especially for the care of surgical cases in 1895 
and the city and county were thus well provided for by two modern institutions. 

In 1890 there was a small epidemic of grippe in Mazeppa, and during the last 
year or so of the decade there were mild cases of diphtheria. The health of the 
county seems to have been very good. 

About sixteen new physicians began to practice in the county during these 
years. E. S. Muir and J. A. Slocumb settled in Plainview; M. H. Cremer and 
L. E. Claydon, in Mazeppa; W. F. Wilson, E. H. Bayley, W. J. Cochrane and 
T. C. Titzell, in Lake City. The last named served as mayor of the town for sev- 
eral years. T. R. Watson came to Zumbro Falls, J. R. Wilson to Minneiska, John 
Tenny to Kellogg, and A. J. Button to Hammond. A. L. Holmberg, F. A. Drake, 
now at Lanesboro in Fillmore County, and C. W. Bray were young men who for 
short periods were associated with other physicians in Wabasha. P. N. Kelly, Olm- 
sted, began to practice in Wabasha in 1893. W. F. Milligan, son of F. H. Milligan, 
opened an office in the city of Wabasha in 1895, several years after being gradu- 
ated from the Ohio Medical College in Cincinnati. He was an outstanding physi- 
cian of the county. J. R. Bond came to Wabasha in 1899. 

Some of the men who served as president of the county medical society in 
the nineties are: G. C. Wellner (1890), J. C. Adams (1891), J. B. Cole (1892), 
C. Q. Scoboria (1893), W. F. Milligan (1894), N. S. Tefft (1895), W. T. 
Adams (1896), J. C. Adams (1897), J. T. Waste (1898), E. H. Bayley (1899) 
and J. A. Slocumb (1900). 

A careful search of the records shows that virtually all regular physicians 
practicing in the county, excepting those who remained only for a short time, 
joined the county medical society; and all those whose membership extended 
over a period of two or more years served one or more terms as president of 
the society. This account mentions only those who were already settled or who 


had located there and were identified with the county medical society at some 
time before 1900. | 
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President's Letter 


CANCER EDUCATION 


Public education about cancer is an extremely important part of our all-out attack against 
malignancy. 


While it is obvious -that there are still cancerous growths which cannot be successfully 
detected and removed by any method available to us now, and while there is still much that 
we do not know about the origin and control of malignancy, the fact remains that many 
lives are lost each year which could have been saved if the patient had presented himself 
early enough for treatment. Extensive education is necessary to accomplish this important 
part of the cancer-control program. 


The Committee on Cancer of the Minnesota State Medical Association has been active 
in the educational as well as the scientific phase of the fight against cancer. For education 
of the public, the committee has wisely associated itself closely with the Minnesota Society 
for the Control of Cancer and its Women’s Field Army. The chairman, Dr. Max Alberts 
of St. Paul, is a member of the society’s executive board and has given much time and 
thought for many years to its program and policies. 

Under the guidance of his committee, a program has been built up which is state-wide 
in scope and increasingly effective. It has reached thousands of people with, sound informa- 
tion about malignancy, using pamphlets, exhibits, lectures, motion pictures and special teach- 
ing aids for science instructors in the high schools. Workers recruited from women all over 
the state have been trained each year in a unique institute held at the Center for Continua- 
tion Study on the University campus. For this institute the committee has co-operated with 
the University medical school to provide instruction. 

The cumulative effect of this effort is now being demonstrated in the increasing number 
of patients who present themselves for the routine check-up recommended for the early 
discovery of cancer. 

This welcome new group of patients has responded intelligently to tha appeal made by the 
cancer society and our committee. They present .a special responsibility to the doctors to 
whom they apply. Often they are not conscious of any symptoms which might suggest the 
presence of malignancy. They have merely reached the age when cancer is most likely to 
develop and wish to be reassured. Such patients deserve a sympathetic hearing and an ade- 
quate examination, even in the midst of wartime pressures, if we are to make progress in 
our objective of finding cancer early, and if we are to avoid an unfortunate appearance 
of disagreement between our individual practice and our avowed public policy. 

Special aids to the busy general practitioner in making these examinations are planned 
by the committee as part of its program this year. 

No committee in our entire organization has a more important task and none has ac- 
complished more through its own efforts and its close association with the Minnesota Society 
for the Control of Cancer. It deserves the support and active co-operation of every member. 


President, Minnesota State Medical Association. 
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USE OF ERYTHROCYTES 


URING World War I the value of blood 

cells was recognized. At that time certain 
workers separated the cells from the plasma, dis- 
carded the plasma and used the resuspended 
cells as a parenterally administered agent. 


Within the past few years much attention has 
been focused on the use of plasma. Early in the 
plasma program the blood cells were discarded. 
Plasma has proved its value; however, the cells 
now again are being recognized as material of a 
value not to be disregarded. Certain investigators 
resuspended these cells in various solutions and 
administered them intravenously to patients 
whose primary need was an increase of the 
erythrocyte and hemoglobin level. When these 
cells have been carefully and correctly handled, 
the benefit obtained in raising the erythrocyte 
and hemoglobin level has been comparable to that 
of whole citrated blood administered in like 
amounts. These reports stimulated much interest, 
so that today many investigators are using this 
material as regular treatment of certain patients. 
Concentrated solutions of cells also have been 
used intravenously and the benefit obtained from 
this material has been correspondingly valuable. 


The suggestion has been put forward that reg- 
ular blood donors in the plasma program could be 
used more frequently than at present if they had 
these otherwise discarded blood cells administered 
back to them. Blood donors quickly replace the 
plasma volume lost from a donation of blood. 
However, it takes longer to replace the cells lost 
from a donation of blood than it does to replace 
the plasma. If an amount of resuspended cells 
similar to the amount donated could be admin- 
istered intravenously to these donors immediately 
after their donations, these donors might be used 
more frequently than every two to three months. 


About two years ago these cells were used 
locally as a dressing material for certain slowly 
healing wounds and ulcers. It was thought that 
some growth-stimulating factor was present to 
increase the healing of these otherwise indolent 
wounds and ulcers. Because of the difficulty of 
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keeping the gelatinous pastelike material in con- 
tact with the wounds, these blood cells were dried 
in a process similar to the drying of blood plas- 
ma. This dried powder was applied as a dusting 
material to those wounds and ulcers. It was felt 
that some stimulating factor was present, as many 
of these wounds or ulcers seemed to heal more 
quickly than when dried blood cells were not used. 
More investigational work will have to be done 
with this idea in mind. 

The subject of blood is occupying the time of 
many investigators. Much valuable knowledge 
has been acquired. However, it is felt that the 
surface has barely been scratched. 

Tuomas H. Setpon, M.D. 





POLIOMYELITIS IN 1944 


HE year 1944 has been and continues to be a 

bad year for poliomyelitis in Minnesota as 
well as other parts of the country. While up to 
May first only six cases had been reported to the 
State Department of Health with symptoms be- 
ginning the first four months of the year, in May 
there were four, in June, twelve, in July, forty- 
five in August 189, and up to September 15, forty- 
two, with symptoms developing in those months, a 
total of 298 cases with seventeen deaths. There is 
always a lag in the reporting of poliomyelitis 
cases so that the figures for all months, especially 
for August and September, will be augmented 
eventually. 

Up to the middle of September, 1944, Minne- 
apolis had had ninety-seven cases, Saint Paul 
eighty-three, Duluth thirty-four, and the remain- 
der of the state eighty-one. This number includes 
ten cases arising outside the state. 


While there are a number of cases of poliomy- 
elitis in Minnesota every year, the epidemics have 
been outstanding in certain years during the past 


two decades. In 1916, the state had 912 cases 
with 105 deaths; in 1921, 702 cases with 102 
deaths; in 1925, 955 cases with 145 deaths; in 
1931, 811 cases with sixty-six deaths; and in 
1939, 564 cases with fifty-three deaths. 
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The present epidemic has hit the Atlantic sea- 
board harder than the rest of the country. From 
January to August 31, 1944, New York had re- 
ported 2,976 cases, Pennsylvania 765, North Car- 
olina 659, Kentucky 531, Ohio 501, Virginia 434, 
Michigan 434, and California 243. Up to Au- 
gust 12, 1944, a total of 5,009 cases had been re- 
ported for the country at large compared with 
3,311 cases for the same period last year and an 
average for the past four years of 1,796, for the 
same period. Last year some 12,401 cases were 
reported for the country at large, which was 
higher than in any other year, except in 1916 and 
1931. Up to September 15, this year, the reported 
cases numbered 12,412. 


In spite of all the research in poliomyelitis con- 
ducted in various medical centers, we are lacking 
in essential knowledge of the disease. While it 
has been known since 1909 to be a virus disease, 
and the virus has been detected in the naso- 
pharynx, in the intestina] tract, and in sewage, we 
know little about the spread of the contagion. 
The seasonal and scattered incidence are unlike 
other epidemic diseases. During an epidemic we 
know that frequently in the same household there 
are cases of poliomyelitis other than the para- 
lytic one with little or no symptoms and no pa- 
ralysis. Why will one individual develop paralysis 
and another not? It is generally accepted that 
during an epidemic there are many carriers of 
the infection who remain perfectly well. 


In view of our ignorance of the mode of trans- 
mission of the disease and lack of methods for 
detecting carriers, it is not surprising that health 
authorities have been rather at a loss in promul- 
gating rules effective in the control of epidemics. 
Until more is known about the disease and its 
transmission, the prevention and control of epi- 
demics will be rather futile. 


It is evident that poliomyelitis will be con- 
quered only through research. In the past eleven 
years, over 29 million dollars, more than half in 
the last two January campaigns, have been con- 
tributed by the American people to fight the dis- 
ease. About half the total has remained in the 
counties where it was raised to provide medical 
care for the afflicted. Several millions are being 
devoted to research dealing with the virus, epi- 
demiology, education, and after-effects of the 
disease. Means to prevent and cure this crippling 
malady is the goal. 
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D.D.T. 


HE insecticide D.D.T. promises to be one of 

the outstanding discoveries in recent yeirs. 
Already many valuable uses of the drug in com- 
batting the disease and destruction caused by 
insects have been proven, and research is under 
way which will doubtless greatly widen ‘he 
sphere of its usefulness. 


D.D.T., an abbreviation for dechloro-dipheny]- 
trichloroethane, was synthesized in 1874 by a 
young German chemistry student, Othmar Zeid- 
ler, of Strasbourg. In searching for a substitute 
for the insecticide pryethrum, the value of D.D.T. 
was demonstrated by the Geigy Company of 
Switzerland in combatting the potato beetle. Its 
insecticide qualities were called by representatives 
of this company to the attention of the U. S. 
Bureau of Entomology, which was searching at 
the request of the Surgeon General for an insecti- 
cide to control lice. Trials with a dusting powder 
containing D.D.T. in this country warranted its 
trial in North Africa and later extensive use in 
Naples. An epidemic of Typhus was well started 
in Naples in December, 1943, when a widespread 
treatment of some 2,500,000 individuals with 
D.D.T. dusting powder stamped out the epidemic. 
Our troops in Africa and Italy are equipped 
with a small shaker can of the powder and are 
required to treat the inside of their underclothes 
daily with the powder. By this simple means 
typhus among our troops in Italy is said to have 
been practically eliminated. So powerful is D.D.T. 
that underwear treated with an emulsion of the 
drug maintains its insecticide qualities for as 
long as two months and in spite of as many as 
eight washings. 

D.D.T. is a white powder with a pleasant 
fruity odor, practically insoluble in water but 
soluble in kerosene, xylene, and acetone. It poi- 
sons insects on contact as well as ingestion. As 
a dusting powder, it is not absorbed through the 
skin of animals or man, although it may be ab- 
sorbed when applied in solution. Animal experi- 
mentation has shown that when fed in large or 
repeated small doses it produces tremors and 
spasticity and, at autopsy, liver and kidney degen- 
eration and neurological changes not as marked as 
symptoms would suggest. 

In addition to its use in destroying the body 
louse, D.D.T. has already been proved valuable 
in destroying a variety of insects. Its action is 
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specific in that it destroys the codling moth but 
not the red ant. Poor results have been obtained 
in the treatment of the Mexican bean beetle and 
the cotton boll weevil. Its ingestion by the com- 
mon May beetle is fatal, although this insect can 
swallow the arsenites with impunity. 

The spraying of D.D.T. in solution on the ceil- 
ing and walls of barns has proven highly effective 
in ridding barns of flies. When the flies light on 
the sprayed surfaces, they become paralyzed and 
die. Two sprayings a summer are said to be suf- 
ficient. Chicken lice, roaches, dog ticks, chiggers, 
bed bugs, and moths which cause such loss in 
woolens, all succumb to D.D.T. 

Among some of the more pretentious uses to 
which D.D.T. has been put is the spraying from 
the autogyro of forests infested with the spruce 
bud worm in Ontario and Quebec. This pest has 
been most destructive and is spreading. Indica- 
tions are that D.D.T. offers a solution. In Al- 
berta similar spraying from an airplane freed 
large area from mosquitoes, and proved harm- 
less to birds, animals, and fish. 

In attempting such widespread destruction of 
insects, care will have to be taken that, in view 
of the selective activity of D.D.T., insects essen- 
tial in pollinization are not also destroyed. 

Sprays of D.D.T. are now being used in the 
West experimentally in protecting fruit and vege- 
tables. The possibility of poisoning from the in- 
gestion of food so treated is being investigated. 

It seems likely, however, that D.D.T. can be 
classed with penicillin and blood plasma—three 
outstanding contributions to the welfare of hu- 
manity during the war years. 


HIGH ON A WATCHTOWER 


These days in which you are embarking on the study 
of medicine are not only days of challenge; they are 
days of superlative challenge. Forces more deadly than 
typhus are unleashed on mankind. Whole nations of the 
earth are sick unto death; the bodies, as well as the 
souls, of men are smitten with plagues whose names 
you will not find listed in any medical text. We have 
learned, to our shocked amazement, that we still live in 
a world where no horror is incredible, no sadistic cruel- 
ty unthinkable, no folly untriable! Moreover, the grisly, 
ghastly Horsemen are abroad in the world—War, Fam- 
ine, Pestilence, Despair, Death! Over the entire earth 
are the feet of their ravaging; in the depths of the 
sea they lurk; miles high in the air they hover. Though 
we still have the light of the sun, yet we still have the 
darkness of the earth, the darkness of men’s hearts, to 
deal with! 


OcroBer, 1944 


On the first of October, 1908, Rudyard Kipling de- 
livered an address to the students of the Medical School 
of the Middlesex Hospital, London. During the course 
of his remarks, he said: 

“T have had the good fortune this afternoon of meet- 
ing a number of trained men who, in due time, will 
be drafted into your permanently mobilized army, which 
is always in action, always under fire against death. 
Of course, it is a little unfortunate that Death, as the 
senior practitioner, is always bound to win in the long 
run, but we non-combatants, we patients, console our- 
selves with the idea that it will be your business to 
make the best terms you can with Death on our behalf; 
to see how his attacks can be best delayed or diverted, 
and when he insists on driving the attack home, to take 
care that he does it according to the rules of civilized 
warfare. Every sane human being is agreed that this 
long-drawn fight for time which we call Life is one of 
the most important things in the world. It follows, 
therefore, that you, who control and oversee this fight, 
and who will reinforce it, must be amongst the most 
important people in the world. Certainly the world will 
treat you on that basis. . . . It seems to be required of 
you that you must save others. It is nowhere laid down 
that you need save yourselves. That is to say, you be- 
long to the privileged classes.” ‘ 

Yes, you do belong to a privileged class! Even in times 
of war you are not asked to shoulder a gun. While 
your fellows, in your own age group, are being in- 
structed in the arts of primitive and modern killing, you 
are allowed to pursue your medical studies to the end 
that you may learn to conserve, and save lives. More- 
over, when this present war is ended, most of your 
fellows who have fought, and survived, on the far- 
flung battle fields of the world will return to civilian 
life, to the trades and skills which they have known 
and have developed. You, on the other hand, will 
spend your lives on the fighting front, soldiers of 
science enlisted for all your days in the age-old, un- 
desisting battle against disease, suffering, ignorance, 
want. 

Some of you will go into the practice of your pro- 
fession in this country, helping to minister to the human 
wastage of war among those who return, helping to 
guard our shores against the importation of tropical 
diseases, as well as aiding in preventing, and controlling, 
the multiplicity of diseases which have afflicted our 
people ever since the white man came to the Americas. 

Many of you—perhaps, the majority—I venture to pre- 
dict, either of your own free will, or under govern- 
ment orders, will go to the far corners of the earth, 
to the lands of Europe, Africa, and the Orient that 
have been devastated and depleted by the fires of this 
global war. Think what the needs will be! Whole por- 
tions of the world in ruins! Whole peoples hungry, 
homeless, desperate, shattered in minds and _ bodies! 
Starvation rampant! Disease rampant! The grisly 
Horsemen—Famine, Pestilence, Despair, Death—still a- 
ride! 

God grant we send you forth with skilled hands and 
consecrated hearts! God grant that wherever your 


(Continued on Page 868) 
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CALIFORNIA CONSULTS AN EXPERT 


Problems in distribution of medical services 
have been brought to a head in such states as 
California and Michigan as a direct result of the 
war. 

Solutions which might have required many 
years of trial and error to evolve, have been 
forced into an advanced development, especially 
in California; and what has happened and is 
happening there may well be examined closely 
by doctors everywhere as a laboratory experi- 
ment in meeting issues which will eventually con- 
front other states. 

The California Physicians’ Service, providing 
prepaid medical care to low-income families, 
had a slow and uncertain start some years before 
Pearl Harbor. The over-night growth of war 
industries, and the tremendous influx of work- 
ers occasioned by the war, presented problems 
in medical service which would not wait for solu- 
tion. Leaders in organized medicine in the state 
made use of every available tool to keep from 
being overwhelmed. They expanded their Cali- 
fornia Physicians’ Service, made unprecedented 
alliances with war plants, housing authorities and 
health officials in the hope that the delivery of 
medical services could be kept in the hands of 
private medicine and that government bureaus 
could be kept from stepping in and assuming the 
responsibility. 


Profession Divided 


In that respect, their efforts have so far been 
successful. But it is clear from published state- 
ments by officials of the California State Medical 
Association that the battle is not yet won in 
California and that one of the hurdles has been 
the difficulty encountered in lining up the mem- 
bers, themselves, behind a united state-wide plan 
of action. 
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The same difficulty has been encountered in 
many other states where initial experiments are 
now going on in the provision of prepaid medical 
service under medical association sponsorship. 
Misunderstanding, indifference and actual hostility 
on the part of individual physicians or component 
societies have threatened many another plan 
which had the wholehearted support of adminis- 
trative bodies and association houses of dele- 
gates. 

It is entirely in line with the pioneering spirit 
of the California organization that an interesting 
new step in solution of its difficulties has re- 
cently been taken in California. A capable and 
experienced public relations firm was asked to 
make a survey of the whole problem. The report 
of a representative of this firm, Mr. John R. 
Little, of Los Angeles, was presented recently 
to the California House of Delegates and is re- 
printed, here, in condensed form, from the July 
issue of California and Western Medicine for 
two reasons. The first is that it provides a unique 
estimate by a qualified outsider on the social 
problem that confronts all medical organizations 
in these times. The second is that medicine’s job 
today does not differ greatly in its public relations 
aspect from the job that has confronted many 
other groups in meeting the changing conditions 
of American life. It seems clear, therefore, that 
medicine will need the aid of such experts as Mr. 
Little, if it is to remain in control of its own 
house and avoid encroachment of government in 
the control of its essential functions. Minnesota 
has largely been spared the difficulties which are 
so acute in the delivery of medical service in Cali- 
fornia; but Minnesota doctors, also, should pay 
careful heed to the observations and advice given 
to their California colleagues in this report. The 
time is coming when they, too, may need such 
guidance. 


The highlights of Mr. Little’s report follow. 
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Public Relations Survey of California 


Like all the people of California, I have a great 
admiration for the medical profession. I regret, how- 
ever, that I cannot come before you today with com- 
plete approval of all that you are and all you have done. 

Nothing is to be gained by molly-coddling you. If you 
are to make progress, you must face facts realistically. 
Therefore, it is my intention to indulge in some very 
plain talk... . 


Importance of Frank Approach 


Let us start a major premise. The great tragedies 
man endures at the hands of his fellows, he often brings 
upon himself. These are due, in large part, to a failure 
to heed warnings usually given in ample time. Converse- 
ly, his greatest successes with his fellows are attributable 
largely to the application of a very simple formula—a 
formula so simple that we are apt to overlook its im- 
portance. It is in three parts: (1) heeding the Warn- 
ing; (2) finding the facts; and (3), taking positive 
rather than negative action. The historians among you 
will agree that the application of such a formula in 
human experience is the reaching of new plateaus in 
accomplishments and prestige. 

Recent events provide countless examples of the 
stupidity and failure of leadership to heed warnings. 
You remember Pearl Harbor, of course. You also 
remember radar-spotted planes out beyond the Islands; 
that radar gave a warning and the warning was un- 
heeded. Had reconnaissance gone out to determine the 
identity of those planes, had the defense forces been 
marshalled meanwhile, and had aggressive action been 
taken when the report of facts came in, I am informed 
by officers of the Navy that the tragedy of Pearl 
Harbor probably would never have occurred, and the 
Pacific War might well have been far less costly in 
life, time, money and national energy. 

Second, do you remember the action of business in 
the ’20’s? Conservative business leaders and economists 
issued warnings which were of public record then, and 
are of public record today—warnings that business was 
compounding credit almost to the point of national 
intoxication. Had the situation been surveyed and ag- 
gressive action taken in time, the hangover economic 
headache of the ’30’s might have been avoided—at the 
very least, it would have been greatly mitigated. Never 
again will business be allowed to exercise the authorities 
and control which it did then. 

Third, all of you, I think, can remember how the 
world of finance has been repeatedly warned over many 
decades that it must clean its own house, and police its 
practices and its members. Had it heeded that warning, 
surveyed its practices and policed its members, it, to- 
day, would be controlling its own destiny. Instead, it 
bellowed with rage. It hurled charges of dictatorship at 
its critics. It mouthed platitudes about free enterprise, 
but assumed none of the responsibilities of free enter- 
prise. The result was the stringent securities and ex- 
change law which was imposed, simply because finance 
itself had proved it was unable to serve the public real- 
istically with control in its own hands. Never again will 
finance have the privilege of guiding its’ own destiny. 
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Leadership, fortunately, is not always blind and stub- 
born and stupid. There are many examples of leadership 
in numerous fields which has followed the simple 
formula successfully. This afternoon I would like to 
spend a little time telling you about one such leader- 
ship. I ask that you study it, as I tell it, to see what 
parallels you may find to your own case. 


A Recent California Problem: 
Method of Approach 


In 1935, the Legislature of this State passed a Chain 
Store bill and the Governor signed it. It was a dis- 
criminatory tax so punitive it would have put the chain 
stores out of business. The antichain store forces 
were united, strong and vocal. The chain stores were 
highly competitive and disunited. It came as a great 
shock to them that the people who benefited most by 
chain-store operations were apathetic to their cause and, 
indeed, large numbers of people were actually hostile. 
It came as a shock to them, also, that farmers and 
purveyors to their business were apathetic and, in many 
instances, were hostile. Chain stores had forgotten the 
fundamental public relations truth: you have to be more 
than right, you have to seem right. 

They hired our organization. We surveyed the facts, 
and under our guidance they took positive action. Their 
last recourse was to the people themselves through the 
referendum. There was only a year in which to achieve 
success. And for seven of the twelve months there was 
no surface indication that anything was happening. 
Actually, the most important part of the campaign was 
under way, for they were cleaning house and they were 
making friends by demonstrating friendliness. . . . 

When the chain-store house was cleaned, we went to 
the public. We took the new story of the chains to the 
people. Resolutions of support came in from hundreds 
of organizations, not only in California, but through- 
out the nation. In a campaign notable for its vigor and 
scientific controls, the anti-chain store forces were 
badly whipped. In other States we conducted similar 
campaigns and whipped the anti-chain store forces. 
Chain stores then requested we meet with chain-store 
operators, nationally. The result was that, universally 
over the nation, the chain stores took the blueprint that 
was made right here in California and applied it to them- 
selves. Never since that time have the anti-chain store 
forces raised their hands. 


Medicine May Be Facing a Similar Problem 


Something of this nature is happening with medicine 


in the State of Caifornia. And I think we may look 
forward to a, like result. First, your Council has heeded 
the warning. Instead of looking to opinion among the 
membership of this organization—opinion which frankly 
runs the gamut of views of thirty years ago to that of 
the lunatic fringe—it hired an organization to find the 
facts. This organization, incidentally, spends thirty to 
thirty-five million a year of its clients’ money to guide 
their destinies in such ways as these. Second, we have 
taken the next step for you. We have found the facts. 

Today, you are met here to determine whether or 
not you will take the third step. The third step, you 
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will remember, involves taking positive action by (1) 
putting the house of medicine in order in this State; 
and (2) taking your story right to the public. We can- 
not force you to take this third step. Indeed, we would 
not if we could. But I think you will note an interesting 
parallel between our professional relations with you and 
your relations with your patients. I am sure you have 
had many experiences with patients in which you rec- 
ommended treatment only to have the patient fail to 
follow your suggestions. If so, you will appreciate our 
position. We know, through vast technical experience 
and a very careful study of the facts surrounding this 
case, what will cure the malady of Federal Medicine, 
But whether you will be a good patient or a bad one, 
we will not know until you, yourselves, have made up 
your minds. 


Problem Can Be Solved 

It is our opinion that problems far more complicated 
than yours have been solved. We do not believe any 
sleight-of-hand is necessary to solve this one. It is 
purely a matter of common sense, of facing facts real- 
istically instead of rebelling against them, or hiding in 
panic behind a mask of disbelief. 

Personally, gentlemen, I have grown weary of hearing 
it said: “The doctors can never get together; they never 
can act in unison.” I submit this as merely a defense 
mechanism. 

We are well aware that doctors are individualists. 
We know they are trained from medical school on to 
trust their own judgment implicitly. It is essential they 
be so trained, for they may find themselves with a 
serious operative case far from any operating room, 
proper instruments or trained assistants. 

We know, too, that within their own world, doctors 
are supreme. Their word is law. And they are ac- 
corded the deference due their importance. . . . 

Unfortunately, the demands of the profession require 
that doctors spend their lives within a very narrow 
sphere. Largely they come in contact only with people 
who are sick. Their social hours are spent mostly with 
other doctors. And even within their own profession, 
they are limited to the local viewpoint of their col- 
leagues. Only a few of them (like yourselves) have 
the advantage of commingling of opinion with doctors 
from other sections of the State or Nation. .. . 

With all these circumstances surrounding the career 
of the doctor, is it any wonder that the opinions of 
your members are so divergent? Recently in this city 
I put myself through the fire during a question period 
to learn the extremes of viewpoint among a large pro- 
portion of the delegates here today. In your interest 
I wanted to discover what these viewpoints were and 
what motivated them. I found out to my complete 
satisfaction. For several days I was rather depressed 
by what I heard, and then, when sound judgment re- 
turned, I realized that those men were merely rebelling 
against something they feared and did not understand— 
which, we must admit, is rather normal human _ be- 
havior. 

In general, they sought a scapegoat for the current 
ills of medicine. They found two rather innocent ones: 
the public and legislators. 
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Concerning Federal Medicine 


If there is any one thing I must do here this afier- 
noon, it is to convince you of one vital truism. You 
simply must get the thought completely out of your 
mind that Federal medicine can be imposed by anyone, 
by a pressure group like organized labor, by politicians, 
or by any administration, Republican or Democratic. 
Many of you fail to understand that tiie Government 
is only a means (and historically the last resort), by 
which the people get what they want when they cannot 
get it any other way. 

Please get this straight: The people do not want 
Federal medicine. They only want what they have been 
told will result from Federal medicine. The pressure 
groups and the politicians cannot enact Federal medi- 
cine without the clear will of the people. These are 
not just words. This is the crystal truth, as understood 
by any sixteen-year-old political science student. . 
What the people want they will ultimately get. The 
people want everyone to have the benefits of scientific 
medicine at a cost the lower-income groups can afford 
without financial catastrophe. I suggest you rid your 
minds completely of any consideration. of politicians, 
pressure groups and administrations; that you think 
only of what instrumentality you can supply which will 
satisfy the peoples’ wants—an instrumentality which will 
be superior to anything the politicians can offer. 

Most of the other divergent and extremist view- 
points come from misunderstanding. Judgments and 
opinions are being formed from incomplete informa- 
tion. It is no wonder such judgments are faulty. Why 
is the information incomplete? The answer is very 
simple. The doctors of this State are very busy men 
and women. If my observation of a few can be applied 
to the whole, the medical desks in the State of Cali- 
fornia are piled with staggering heaps of medical 
journals, Medical Association bulletins and reports—very 
largely unread. I have no doubt the report sent out by 
your Council on the Survey has not yet been thoroughly 
read by a number of the Delegates here. 

Regardless of all this, the truth is that the doctors 
can act in unison. But they will not do so unless they 
get all the facts. The common danger, when clearly 
understood, will impel them to united action—just as it 
does all groups whose leaders heed the warning. The 
plain duty of you men and women in this hall is to see 
that the members in your own districts get fully ac- 
quainted with the truth. Like the chain-store managers, 
you must heal the sore spots. 


There is already a substantial majority of supporting 
opinion .to which you can point. But since you are 
dealing with doctors, I’ would not use it. The truth 
is a far better tool of conversion. Once you have 
made a convert out of an essentially honest man, you 
have gathered the strongest adherent into your fold. For 
the honest man who finds he has been wrong, like the 
reformed drunkard, is the most eager to convert others. 

Acting in unison is nothing more than team play. 
True, it takes a kind of spiritual guts on the part of 
the individual to put aside his interests for the sake 
of the team’s objective. Doctors, however, seem -to 
have a highly-developed spiritual and esthetic quality. 
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Once they learn the joy of team play, as a few of 
you have, you may expect to see them in the thick of 
the battle using their highly developed intelligence and 
tact to disarm the enemy and render him harmless. 


On Positive, Rather than Negative Action 


We have said that the third step: taking positive 
than negative action, involves two moves: (1) cleaning 
house; and (2) taking your story to the public. You 
may wonder specifically what is involved in cleaning 
house. I should like to tell you. First, you must unify 
the profession in this State. If you cannot throw the 
weight of a majority of your people behind a united 
front and then set up the machinery to meet the de- 
mands of the public, the people will desert you for a 
political panacea. Your problems of unification are no 
more serious than those of other groups. These are 
merely different problems. The machinery which you 
set up is the voluntary prepayment plan. The public 
will accept it as preferable to Federal medicine. But 
the plan which you set up must be so conducted that 
the whole profession will rally to it, will support it 
enthusiastically—otherwise it is no weapon. 

At the request of the Council, we have contacted about 
75 per cent of the membership throughout the State. We 
found no basic opposition to the prepayment plan idea. 
The opposition—and it is formidable—is to this pre- 
payment plan which you now have. It is important, 
then, to show the membership that there is a clean 
cleavage between what has happened up to this date 
and what will happen from now on. 

How shall you make that cleavage? We suggest that 
you start thinking in terms of what your prepayment 
plan must develop into. You must be prepared to cover 
between three and five million people in this State very 
rapidly. We don’t believe you have realized the im- 
mense size of the corporate structure which must be 
built. (The one you now have, grossing a million and 
a quarter dollars annually, is pretty good-sized; but it 
is a baby compared to what it should be.) Furthermore, 
it must be built on the finest standard of American busi- 
ness. As we have said before, you are no longer individ- 
ual entrepreneurs only. You have the trusteeship for a 
great commercial operation. In that operation the doc- 
tors of this State must take a justifiable pride. Frankly, 
many of them are ashamed of it. 


Experienced Leadership Necessary 


Building such a structure quickly is not a matter of 
magic, but neither is it a job for busy doctors. It re- 
quires a leader who can command and maintain the 
confidence of the rank and file. It requires a man with 
the experience and ability to evolve a reorganized and 
expanded plan. Such a man must be as thoroughly 
trained in his field as you are in yours. He must be 
experienced in sales and marketing, finance, public rela- 
tions and in general corporate administration. There 
are a lot of good amateurs on the fringes of the medical 
world. But if you want a man to inspire your member- 
ship, the staff, and the public, it requires more than an 
amateur. We think it safe to say that the men in the 
medical” world are largely amateurs in business. What 
you need is a professional businessman. 
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We were not instructed to investigate your present 
plan, the California Physicians’ Service. The public and 
the doctors are our only soure of information. How- 
ever, we do know you have hired departmental special- 
ists difficult to replace. .. . 

What you lack is the over-all leader: to co-ordinate 
the activities of these specialists; to make general plans 
and assist them with their own planning; to inspire 
them and you; to create policies, subject to your ap- 
proval, of course, through which to achieve your ob- 
jectives. 

In evolving the problems of unifying the profession, 
the services of such a leader will be invaluable. For the 
problem of unification is very largely one of educa- 
tion. The educational campaign among members (which, 
incidentally, will never be concluded), can be placed 
squarely in his hands. Such an assignment will produce 
no terror in him. 

Your second job in cleaning house is to improve your 
public and professional relations. In discussing this, 
let me assure you our judgment has not been influenced 
by anyone. We are accustomed to pressure. Actually, 
I have been surprised at the lack of pressure and you 
might be interested to know that no officer and no mem- 
ber of this Association had any prior knowledge of what 
I was to say here today or what recommendations we 
will make to you. 


A Public Relations Program 


The first part of your public relations concerns the 
interrelationship of your own members and also the 
relationship of leadership to them. In general, your 
membership is divided into the three groups, common to 
any association. First, those who are actively in favor 
of your program for organized medicine in this state. 
Second, those who are against it by virtue of honest 
convictions. And third, the scoffers or the “aginners” 
who are against any program no matter what it is. 


Don’t spend any time on this latter group—it is time 
completely wasted. Spend all your time with honest 
men. Take the trouble to sit down with them in a 
friendly manner. Perhaps they have something to con- 
tribute. Or they may not know the facts. The proba- 
bility is, however, that they are quibbling about details 
and missing the forest for the trees. (This is often the 
great indoor sport of doctors when discussing problems 
of public relations and pre-payment plans. They argue 
about details and miss the main objective.) But if you 
are open-minded and can discuss the problem with 
rancor, they will be open-minded too, and you will 
reach a satisfactory agreement. 

The second part of your public relations program 
concerns relations between executives of the Associa- 
tion and county groups and the intermural relations be- 
tween county groups themselves. .. . 

We are quite safe in reporting to you that among 


‘those very few counties where there has been trouble 


in the past, the majority of the leadership is now ready 
for the peace table. If, in meeting with them, you rec- 
ognize there must have been a real reason for their 
anger in the first instance, there is no mutual problem 
that cannot be satisfactorily solved. 


839 





MEDICAL ECONOMICS 


The third part of your public relations program con- 
cerns your relations with hospitals and the Blue Cross 
Plans. Speaking for myself, nothing has given me 
greater concern than the policy which you will ultimately 
evolve. Please remember that, as far as the public is 
concerned, the problem of medical care involves both 
the doctors and the hospitals and, indeed, everything 
which contributes to the high cost of medical care. 
Therefore, the hospital problem is of paramount im- 
portance to your cause... . 


Federal Legislation 


In Washington the Murray-Wagner-Dingell Bill lies 
in committee. As we said before, it probably will stay 
there. But, as Mr. Fulton Lewis has pointed out, there 
will be other Murrays and other Wagners and other 
Dingells, who will bring forth other bills more subtly 
drawn to place control of medicine in bureaucratic 
hands. You should remember there is no vote-getting 
device so efficient as the one which—posing as purely 
humanitarian—offers the people something they do not 
have, but want very much and believe they can get 
no other way. 

The promoters of such bills have only one serious 
obstacle: groups like yours which will provide some- 
thing better than the politicians can offer. Their only 
hope in defeating you will be to impeach you, to point 
to your errors as proof that control cannot be left in 
your hands. If the doctors and the hospitals get into 
a fight you will provide them with precisely the am- 
munition they want. Therefore, amicable and increas- 
ingly sympathetic understanding between doctors and 
hospitals is worth anything it costs. The current threat 
to such an understanding is what you do concerning the 
method by which hospital coverage is obtained by the 
California Physicians’ Service. . . . 


Summary 


In conclusion, let me boil all of this down to practical 
steps upon which you can take decisive action at this 
or subsequent meetings. Here are our recommendations : 

1. That you hire a splendid business executive ad- 
ministrator; that you recognize there are men who can 
get the job done of covering several million of people 
at low cost and at high speed. 

Such a man is not Dr. X. Y. Z.’s neighbor. He is a 
man whom you will pick because of his national stand- 
ing. You cannot and must not accept any less. He is a 
man of business—not of medicine or an allied profession. 
Big business long ago adopted the policy of not worry- 
ing about an administrator’s technical knowledge. He 
can get all the technical knowledge he needs from the 
executives under him... . : 

Only by getting a professional business administrator 
can you circumvent the dismaying problems which 
will otherwise face you. But a man with the “know- 
how” of handling business and administrative problems 
can make life easy for you and lead you quickly to 
your objectives. We recommend the immediate employ- 
ment of such a man. If you need help in obtaining 
candidates for the job, we shall be happy to suggest 
several. 
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2. We recommend the formation of an organization 
to deal with your members and member socicties 
throughout the State, so that every one of your members 
can conscientiously decide the extent of his co-operation 
on the same full information your Council has for its 
own decisions. .. . 

One of the duties of your new executive, ladies and 
gentlemen, will be to direct the detail and the policies 
of C. P. S. As busy doctors this is no job for you, 
For your own sakes, keep looking at the forest and 
not at the trees... . 


3. We recommend the division of all councils, both in 
this Association and in the several county medical 
societies, into three groups, responsible respectively for: 
1, the progress of scientific medicine; 2, medical eco- 
nomics; and, 3, public relations. 

These are actually the most important functions you 
have. You have neglected the last two, namely, the 
medical economics and public relations. Now they are 
of vital importance to you and must be neglected no 
longer. ... 

These three recommendations may seem rather simple 
and somewhat obvious. If they were complicated we 
would be suspicious of them. They represent, as far as 
we are concerned, all the treatment you are ready for at 
this time. If your body was whole, so to speak, we 
could give you much more. But until you are unified 
in thought you cannot be unified into a tremendous 
program. These three recommendations represent the 
method by which unification and house cleaning is to be 
quickly accomplished. When this job is done, then and 
then only will you be ready to go out with a public 
program to get capital, labor, the farmer, and the 
people solidly behind you. That is the time when you 
will take your story to the people. That is the time 
when we suggest you again call upon competent public 
relation counsel. Then advertising and all the tools of 
mass selling can be united into a mighty program. 
You do not need us until then. The money which you 
would spend to retain us for the intervening period 
had better be put into a war chest for future use. 


In Conclusion 


Now, your real problem is to gain strength and unity 
from within yourselves. You have a long way to go. 
The problem of whipping Federal medicine, in our 
viewpoint, is far less difficult than the chain-store situa- 
tion and others of recent memory. The weapons are at 
hand. All that has been lacking so far is the will to 
fight—not on the part of your leadership, but on the 
part of the rank and file. All that is lacking is the 
stamina to adopt a common viewpoint, to accept the 
facts realistically. 

We want you to visualize medicine on the move—a 
militant, united medicine. You have the power to make 
the move that will thrill you and the people of the State. 
Imagine every Rotary Club, Farm Bureau, newspaper 
and all of the people being told of this militant move 
of a united medicine to solve a great human problem. 

Imagine the whole State organized into a great co- 
operative campaign under your leadership. 

Imagine, if you will, the repercussions on each com- 
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munity, large and small, as this story is told—a story 
not, duplicated elsewhere in the nation up to that time. 

Imagine the effect of this on your colleagues who will 
return from the War. Undoubtedly, they will praise 
you for carrying on, instead of hanging on. 

Imagine the blueprint you will be making here in 
California for other States to follow. 

Yes, ladies and gentlemen, responsibility is a twin 
and the name of its brother is opportunity. They go 
hand in hand. Seize, then, both the opportunity and the 
responsibility. We promise you, of course, difficulties 
and heartbreak, but also thrills and satisfaction such as 
you have never before experienced. 

And we hold out to you a result which will crown 
your careers with new dignity and new prestige. 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


Sullems F. DuBois, M.D., Secretary 
Physicians Licensed May 12, 1944 


April Examination 


Batrour, Donato CxHurcH, Jr. Northwestern U., 
M.B. 1942, M.D. 1943, Mayo Clinic, Rochester, Minn. 


Barr, MAxwett MicHaeEL, U. of Minn., M.B. 1943, 
University Hospitals, Minneapolis, Minn. 

Becker, SipNey Forses, U. of Minn., M.B. 1943, 25 
Sidney Place S.E., Minneapolis, Minn. 

BosMA, James F., U. of Mich., M.D. 1941, 500 Harvard 
St. S. E., Minneapolis, Minn. 

BrooKsBy, Witrorp ARMOoND, Northwestern U., M.B. 
1942, M.D. 1943, Mayo Clinic, Rochester, Minn. 
Carr, Davin Turner, Med. Col. of Va, M.D. 1937, 
Mayo Clinic, Rochester, Minn. 

CorrEA, Date Homer, U..of Mich., M.D. 1942, Mayo 
Clinic, Rochester, Minn. 

Cox, Witttam Foscug, Med. Col. of Va. M.D. 1942, 
Mayo Clinic, Rochester, Minn. 

Evert, Joun Anprew, Harvard U., M.D. 1942, Mayo 
Clinic, Rochester, Minn. 

Ew1nc, JoHnN Deeny, U. of Minn. M.B. 1943, 817 
Cleveland Ave. S., St. Paul, Minn. 

FLASHER, JACK, U. of Minn., M.B. 1943, M.D. 1943, 
Mayo Clinic, Rochester, Minn. 

FLASHMAN, Forrest LiLeweLtyn, Northwestern U., 
M.B., 1941, M.D. 1942, Mayo Clinic, Rochester, Minn. 
Fotsom, Louis Bartiett, U. of Minn. M.B. 1943, 
Northwestern Hospital, Minneapolis, Minn. 
FREEMAN, JoHN Georce, U. of Minn., M.B. 1943, Miller 
Hospital, St. Paul, Minn. 

Gorpon, Norvan Fioyp, U. of Wis., M.D. 1943, Mayo 
Clinic, Rochester, Minn. 

HincueEy, JoHN JAmMes, Baylor U., M.D. 1940, Mayo 
Clinic, Rochester, Minn. 

Hotmes, CuHeEsTER Leon, U. of Tenn., M.D. 1942, Mayo 
Clinic, Rochester, Minn. 


Ocroper, 1944 


Jackson, HUNTER SHEPPARD, Med. Col. of Va., M.D. 


1942, Mayo Clinic, Rochester, Minn. 
JoHNsON, Frank Epwarp, U. of Minn., M.D. 1943, 1516 
N. Broadway, New Ulm, Minn. 


KapisH, ARNOLD Henry, Wayne U., M.D. 1943, Mayo 
Clinic, Rochester, Minn. 


KirscHBAUM, ArTHuR, U. of Minn., M.B. 1943, M.D. 
1943, 318 Harvard St. S.E., Minneapolis, Minn. 

Kurzwec, Frank Turner, Harvard U., M.D. 1942, 
Mayo Clinic, Rochester, Minn. 

Levy, Marvin SHEPHARD, U. of Pa., M.D. 1940, Mayo 
Clinic, Rochester, Minn. 
Lone, Mary, U. of Louisville, M.D. 1943, Mayo Clinic, 
Rochester, Minn. 
Marcuties, Harotp, U. of Tenn., M.D. 1942, Mayo 
Clinic, Rochester, Minn. 

Mrxer, Harry W., U. of Minn., M.B. 1943, University 
Hospitals, Minneapolis, Minn. 

NIELSEN, WENDELL Lorenzo, U. of Pa., M.D. 1942, 
Mayo Clinic, Rochester, Minn. 

Norp, J. Ertinc, Temple U., M.D. 1943, 210 Gramercy 
Ave., Minneapolis, Minn. 


PERKINS, Roy Frank, U. of IIl., M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

RENTIERS, PAuL Louts, U. of Alberta, M.D. 1942, Mayo 
Clinic, Rochester, Minn. 

SeMscH, Ropert DANIEL, U. of Minn., M.B. 1943, 1917 
Colfax Ave. .. & Minneapolis, Minn. 

STRAKOSCH, Ernest ANTHONY, U. of Minn., M.D. 1942, 
2449 S. Dearborn, Chicago, Ti. 

SuTER, STANLEY CHARLES, Jefferson Medical College, 
M.D. 1936, Mayo Clinic, Rochester, Minn. 

Swain, JEAN Marcaret, U. of Minn., M.B. 1943, Uni- 
versity Hospitals, Minneapolis, Minn. 

TrRIOLO, JOHN Victor, Long Island Col. of Med., M.D. 
1941, Mayo Clinic, Rochester, Minn. 

Wess, MARGARET ALEXANDER, U. of Texas, M.D. 1942, 
Mayo Clinic, Rochester, Minn. 

Waite, Extison Frep, Jr. U. of Tenn., M.D. 1942, 
Mayo Clinic, Rochester, Minn. 


Witson, JAMES McCrory, U. of Colo., M.D. 1943, Mayo 
Clinic, Rochester, Minn. 


By Reciprocity 
Bauer, Eucene Leo, U. of Ill, M.D., 1942, 1359 N. 
Hamline Ave., St. Paul 4, Minn. 


SmitH, Norvin Ricuarp, U. of Neb., M.D. 1935, 1009 
Nicollet Ave., Minneapolis, Minn. 


National Board Credentials 
Briccs, Natatre Marta, Long Island Col. of Med., 
M.D. 1940, Mayo Clinic, Rochester, Minn. 


GirFIN, Mary ELizABetH, Johns Hopkins U., M.D. 
1943, Mayo Clinic, Rochester, Minn. 


Haunz, Epcar Atrrep, U. of Buffalo, M.D. 1943, Mayo 
Clinic, Rochester, Minn. 


KiIRKLIN, MARGARET KATHERINE, U. of Buffalo, M.D. 
1942, Mayo Clinic, Rochester, Minn. 


Kotoucu, Frep, Jr., U. of Minn., M.B. 1940, M.D. 1941, 
817 Essex St., S.E., Minneapolis, Minn. 


VARNEY, JAMES Howarp, U. of Ore., M.D. 1942, Mayo 
Clinic, Rochester, Minn. 
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(Continued from September issue) 


Speaker Will then called for the report of the Ref- 
erence Committee on Officers’ and Councilors’ Reports, 
Dr. S. A. Slater of Worthington, chairman. The follow- 
ing reports were considered. 


REPORT OF SECRETARY 


Wartime duties have taken precedence over all else 
in the State Office during the past year. At the same 
time, regular services to members have continued with- 
out interruption, though in these, too, the emphasis has 
been upon wartime problems in medical practice and the 
public health. : : ‘ 

Secretarial and administrative work connected with 
the activities of the State Procurement and Assign- 
ment Service Committee have been heavy and have 
largely centered in the office of the association. 

As the time approaches when all of the men who 
are eligible, and classified as available, leave for active 
duty, it is probable that the amount of work will begin 
to lessen somewhat, though there will continue to be the 
periodic assignment of interns and residents from among 
medical school graduates, in accordance with tightening 
regulations. a ’ 

The over-all situation, so far as civilian medical serv- 
ices were concerned, may be regarded as satisfactory at 
the present time in Minnesota. That does not mean, 
however, that there is not a serious shortage, here 
and there, in rural districts, which has been made worse 
recently by the death or collapse of some older men 
who have been carrying the burden of practice for 
younger colleagues in the service. Several appeals for 
assistance have been made to the State Office by citi- 
zens’ committees from these communities and every 
source of physicians who might locate or relocate in 
these districts has been explored, in response to these 
appeals. In some cases assistance has been provided. 
In others it has been impossible to find anyone who 
could move in and assume the responsibility. The only 
alternative, in these instances, is for physicians in neigh- 
boring communities to take over. With the assistance of 
the Councilor of the district, attempts have been made 
to work out a definite plan for such service on a co- 
operative basis. There are still a few towns in the 
state, however, where no such arrangements have been 
made and where residents are from 20 to 30 miles from 
physicians. In these cases, agreements among neighbor- 
ing physicians are urgently needed so that a part-time, 
rotating service can be made available in each center 
with the purpose of giving these people medical service 
quickly in time of need and at a price they can afford 
to pay. 

The importance of this aspect of our wartime duty 
to the civilian population cannot be overstated. If 
any concerted demand for outside aid should arise from 
the citizens of any section of the state, the chances are 
that it would not fall upon deaf ears. Help would be 
forthcoming by some means, probably through federal 
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Rochester, Minnesota 


aid, and, rightly or wrongly, the physicians and organ- 
ized medicine would be charged with inability or un- 
willingness to do anything about it themselves. 

The time has come, undoubtedly, for a thorough study 
of medical and hospital needs in each separate com- 
munity of the state. Such a study would take into ac- 
count population, transportation and hospital facilities 
and inadequacies. It would constitute the indispensable 
foundation for sound postwar planning in Minnesota and 
would serve as the only reliable guide for distribution 
of young physicians who will go into practice after 
separation from the military forces. The Committee 


~ on Postwar Medical Services which was created this 


year by the Council of the Minnesota State Medical As- 
sociation at the request of the President, will undoubted- 
ly begin work on this important problem without delay. 
Many communities and groups in the state are already 
at work on plans of their own and it is likely that new 
medical facilities will play a significant part in their 
plans. 

The Minnesota State Medical Association again as- 
sumed a major responsibility in making arrangements 
for the National Conference on Medical Service, this 
year, inasmuch as Dr. Burnap served as secretary in 
1943 and as president in 1944 of the Conference. A 
record attendance of 325 registered at the meeting and 
the major objective of more than two years’ effort on 
the part of Minnesota leaders—an office of information 
for medicine in Washington—was on the way to reali- 
zation when the Conference ended. An executive com- 
mittee of which Dr. Burnap was elected chairman was 
also formed to provide a permanent, continuing organ- 
ization for the conference. 

The North Central Conference, comprising state med- 
ical associations of Wisconsin, Iowa, North and South 
Dakota, Minnesota and Nebraska, held its second an- 
nual meeting in Minnesota in January and likewise or- 
ganized itself on a permanent basis in order to facilitate 
effective joint action on medical problems of this area. 
An executive board, of which your executive secretary 
was made the secretary, was appointed at this meeting 
and a close contact with officials in nearby states was 
thus created which will, it is hoped, become a working 
ay in dealing with common war and postwar prob- 
ems. 

The committees of the association have been active in 
spite of wartime burdens carried by individual mem- 
bers. Educational activities for association members 
and the public, most of which are carried on through 
the State Office, have been maintained without inter- 
ruption. The subject-of-the-month program, the News 
Letter, the question and answer service for weekly 
newspapers and the radio program are among these 
services. This volume of work could not have been 
done without the loyalty and devotion of the head- 
quarters staff. Because of the difficulty of getting extra 
help, the girls in the State Office have willingly worked 
long hours overtime, as well as holidays and Sundays, 
to get the work done. They deserve the thanks and 
appreciation of the secretary and members. 

The list of members in service has been kept as 
nearly correct and up to date as possible and the State 
Office has maintained contact with most of them so as 
to keep them informed on what is going on at home 
in Minnesota and to be ready to implement association 
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plans for facilitating their ultimate return to private 
practice when the war is over. 

The future of medical practice and of the men who 
are now in service will obviously be greatly affected by 
what Congress may or may not do toward including 
medical and hospital services in the domain of govern- 
ment services to the people. What Congress does, will, 
in turn, be affected by what medical men do now to ed- 
ucate the voters on the essentials of good medical serv- 
ice and on their own ability and willingness to foster 
a sound public health program. 

It seems apparent that the Wagner-Murray-Dingell 
Bill, now before Congress, will not pass at this session. 
But problems of quantity, costs and distribution will 
remain for solution even if this particular bill fails of 
action. And these problems are being discussed by all 
men these days who think in terms of social advance- 
ment in a new world. 

The first step for us in Minnesota is clearly to see 
that the best service possible under wartime limitations, 
is made available everywhere in the state. The second is 
to begin our own studies of future needs in Minnesota 
without delay so that, as physicians, we may be ready 
with sound workable recommendations for extensions 
and improvements. Thus we shall retain initiative and 
control within the state where it belongs, and we shall 
build confidence in our policies and trust in our leader- 
ship for the future. 

. B. B. Souster, M.D., Secretary 
R. R. Roser, Executive Secretary 


REPORT OF TREASURER 


The attached statement of cash receipts and disburse- 
ments for the year ending December 31, 1943, was 
made by Shannon and Byers, certified Public Account- 
ants. 

A comparative summary of the finances of the asso- 
ciation in 1942 and 1943 is shown below. It will be not- 
ed from this comparison that the income from dues was 
somewhat increased in 1943 over 1942 in spite of the 
fact that a large number of members left for duty with 
the Armed Forces during the year. Dues for these 
members were remitted by the House of Delegates in 
1942, but the assessment of five dollars for each mem- 
ber, levied the same year, has more than offset the 
loss for 1943 and may be expected to offset future loss 
of income, also, from that source. 

In spite of the fact that 1943 was a legislative year, 
expenses for the year were only slightly higher than 
those for 1942 and income from the annual meeting 
was increased so that the year ended with a net surplus 
of $7,160.24 for 1943 as compared with $1,817.79 for 
1942. The sum of $5,800.00 was accordingly transferred 
to the reserve account by recommendation of the Finance 
Committee with the approval of the Council in its De- 
cember meeting. 

The financial condition of the association, therefore, 
remains excellent and the prospect for the future good. 

The Permanent Investment Fund of the association 
remains under the management of the First National 
Bank and Trust Company of Minneapolis and the total 
value of the Fund is placed at $57,091.15 at the end of 
1943, : 


COMPARATIVE SUMMARY 
INCOME: 


Income from dues 
Other income 


Year 1943 Year 1942 


$38,432.34 $33,500.83 
5,318.02 3,404.55 


$43,750.36 $36,905.38 

EXPENSES: 
Special committees $17,776.72 $13,666.74 
Special appropriations 100.00 1,417.82 
Conferences and meetings 1,074.33 1,351.84 
Administrative 17,639.07 18,651.19 
$36,590.12 $35,087.59 


$ 7,160.24 $ 1,817.79 
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BALANCE SHEET, December 31, 1943 
Minnesota State Medical Association 
From the Auditor’s Report 
ASSETS 
CURRENT ASSETS: 
Cash in banks 
Bruce Publishing Company: 
Due on contract 


December 31, 1943 
$16,213.28 
2,046.37 


Total current assets 

INVESTMENT FUNDS: 
Bonds, at cost 
Stocks, at cost 
Agency account 


$19,142.40 


42,355.30 
9,175.92 
5,559.93 


H. M. JOHNSON MEMORIAL FUND SAVINGS 
ACCOUNT 
OFFICE EQUIPMENT 

Less reserve for depreciation 


TOTAL ASSETS 
LIABILITIES AND NET WORCH 
DEFERRED INCOME: 

Dues collected in advance 
xhibit space rentals collected 


57,091.15 


2,259.21 
3,636.75 
$82,129.51 


5,879.12 
2,242.37 





4,540.00 
4,780.00 


9,320.00 


Less prepaid expenses 1,722.30 7,597.70 


H. M. JOHNSON MEMORIAL FUND... 2,259.21 

RESERVE FOR TUBERCULOSIS COMMITTEE 531.30 

NET WOR-H: 
Permanent investment 
Current surplus 


57,091.15 
14,650.15 


71,741.30 
$82,129.51 
W. H. Connit, M:D., Treasurer 


REPORT OF CHAIRMAN OF THE COUNCIL 


The Council has concerned itself to a considerable ex- 
tent with national issues and policies this year because 
events in Washington have been of immediate interest to 
every individual and every society in the country. 

For that reason the Council devoted much of its time 
at the May meetings to discussions which shaped the 
policy of the Minnesota State Medical Association as 
to the projected Committee on Medical Care. This com- 
mittee materialized at the subsequent meeting of the 
House of Delegates of the American Medical Associa- 
tion in the creation of the Council on Medical Service 
and Public Relations. For this step forward and for 
the later establishment of the Washington Bureau of 
Medical Economic Research under auspices of the Coun- 
cil, great credit has been given to Minnesota leaders who 
initiated the movement. It is only fair to say, however, 
that the vigorous response of medical societies all over 
the country was an equally important factor in achieving 
a better machinery for conducting the public policies of 
medicine on a national scale. 


The program for emergency medical and hospital care 
of wives and infants of enlisted personne! in the armed 
forces, popularly known as the EMIC program, has 
been under Council consideration at intervals during the 
past year. The Council and House of Delegates at the 
annual meeting last year approved a program drawn up 
jointly by the State Board of Health and a committee 
of the association under the chairmanship of Dr. R. L. 
J. Kennedy of Rochester. This program was modified, 
in accordance with subsequent objections made by the 
U. S. Children’s Bureau, and again approved at a spe- 
cial June meeting of the Council. 

Changes in the program were recently made neces- 
sary as a result of new regulations from the Bureau 
and an altered plan was drawn up and presented by Dr. 
Kennedy in February to the Council. The outstanding 
change made in the program at this time was the in- 
crease of the maximum fee allowed for obstetrical care 
from $40 to $50; but with the corresponding requirement 
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that the physician, for this fee, will take care of all 
intercurrent illness during the period of gestation and 
delivery. Approval of the Children’s Bureau for this 
tentative alteration had not been secured when this re- 
port was drawn up. The Council stipulated, however, 
that the preamble to the plan should state even more 
emphatically than in the first instance, that the medical 
profession of Minnesota concurs in this program only 
as an emergency measure which will be abandoned 
when the war is over; that it does not approve the prin- 
ciple nor organization of the plan in itself but is willing 
to cooperate only as a patriotic duty in an emergency 
war measure. 

Much opposition to the program has been expressed 
with justice by medical associations all over the country, 
both as to principle and as to policies of the Children’s 
Bureau. These policies have resulted in a wide varia- 
tion of fees in different states, often in the same section 
of the country. These differences will undoubtedly be 
ironed out; but the demand to give the aid on an allot- 
ment rather than a service basis will nevertheless be 
brought more vigorously before Congress when new 
appropriations for the program are voted. 

The new Occupational Disease Law enacted by the 
Minnesota State Legislature at its last session called for 
a. panel of 15 physicians to be appointed by the Gover- 
nor, the Dean of the University Medical School and the 
Minnesota State Medical Association. Accordingly, a 
committee of the Council was appointed, at the time of 
the last annual meeting, to draw up a tentative list of 
names for action by the Council and this list was pre- 
sented to the Governor and the Dean at a special ses- 
sion in June. With one or two additions of his own, the 
Governor accepted the Council’s list and the Dean ap- 
proved. It was decided, however, that the term of of- 
fice was to expire March 1, 1945, although no term was 
specified in the law, and that the matter of tenure was 
to be brought to the attention of the Legislature at its 
next session. 

A prepayment plan for medical services to clients of 
the Farm Security Administration was approved as an 
experiment by the Council more than two years ago and 
has been in operation in Morrison and Ottertail counties, 
and later in Mille Lacs County, since that time. Phy- 
sicians in each of the counties are co-operating with the 
experiment, chiefly for the sake of valuable experience 
with this form of payment. It was reported at a recent 
meeting of the Council, however, that the plan had 
lapsed in Mille Lacs County and a Wilkin County plan 
was approved as a substitute. But it was also agreed 
that, for the present, at least, the experiment should be 
limited to Morrison. Ottertail and Wilkin counties. A 
suggestion on the part of the FSA that low income fam- 
ilies who are not clients of the FSA be admitted as sub- 
scribers in these counties was not approved for the rea- 
son that there are relatively few low income farmers 
anywhere at the present time and ample provision is 
already made by the Division of Social Welfare for 
their care. 

The problem of medical care for Jamaican and Mex- 
ican laborers brought into Minnesota to work in can- 
neries and beet sugar fields has been brought to the 
attention of the Council several times during the past 
year. These workers have been variously under the 
jurisdiction of the Department of Agriculturé, the War 
Food Administration, the Department of Labor; but 
have no establishment as residents and are consequently 
technically ineligible for care under the Division of So- 
cial Welfare. The Midwestern Agricultural Workers 
Association, incorporated last year in Indiana, was de- 
signed as a medium through which arrangements could 
be made for medical service of these workers in the 
states where most of the workers were to be employed. 
The association applied for permission to operate in 
Minnesota but was refused on legal grounds and no 
provision now exists though more than 3,500 workers 
are expected in Minnesota this summer. A solution to 
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the problem remains to be found but it is hoped that 
some way can be worked out for handling payment of 
fees to physicians who take care of these foreign labor- 
ers. 

The Council has listened to proposals from many 
sources during the past year. The resolution from the 
Renville County Medical Society, calling for limitation 
of government hospital building for disabled veterans, 
was referred to the Committee on Hospitals and Medical 
Education for further study and recommendation. 

Others, such as preliminary plans for putting to use 
in Minnesota new federal funds available for physical 
rehabilitation among civilians, were outlined by officials 
of state offices in charge of the programs here. No offi- 
cial action was taken by the Council other than to ap- 
prove full use of the Medical Unit in the Division of 
Social Welfare for medical services involved. 

A plan to permit hospitals to buy hospital equipment 
and instruments at cost when the war is over and army 
hospitals are dismantled was approved and referred to 
the Minnesota Hospital Association. 

Routine duties such as recommendation and approval 
of candidates for affiliate membership was carried on 
as usual. Dr. E. W. Hansen of Minneapolis was named 
in place of Dr. J. M. Hayes who moved from Minnesota 
to California, as delegate to the American Medical Asso- 
ciation. 

Dr. E. M. Hammes was named to the Finance Com- 
mittee of the Council to replace Dr. Jones who became 
president of the association in January. Dr. C. L. Sher- 
man of Luverne was recommended in first place for re- 
appointment to the State Board of Medical Examiners. 

Two important new committees were formed with 
Council approval. One was the new Committee on Nerv- 
ous and Mental Diseases; the first report is in the 
hands of the delegates at this meeting. 

The other is the Committee on Postwar Medical Serv- 
ices which the Council created at its December meeting, 
at the request of President Jones. The work of this 
committee is fundamental and is only now getting un- 
der way. Soon, we hope, hundreds of youny physicians 
will be returning to practice in Minnesota. New possi- 
bilities for building needed facilities will open up and 
for improving our services to the people. We must be 
ready to direct the location and relocation of physicians 
after the war where they are needed most; to assume 
leadership and responsibility in seeing that they have 
facilities and that complete medical services are supplied 
everywhere at a price that people can afford to pay. 

As this committee is now organized, the Council itself 
is the central cOmmittee and each councilor is to desig- 
nate one man from each county in their districts. 

Other state and county groups are now drawing up 
their plans for community and state expansion after the 
war. These plans will not leave medical facilities out 
of consideration unless they are satisfied that the doc- 
tors, themselves, are ready to assume the responsibility. 

Your Council deserves a word of commendation. They 
are very able, busy men, giving their time and money to 
the service of the Association. The demand upon their 
time is large, and upon their minds and judgment great- 
er. They have met the present emergencies in a remark- 
able way. I can say this with good grace because, as 
Chairman, it is my function to sit back and watch the 
wheels go round. 

I should also like to extend a word of appreciation 
to the Executive Secretary and his staff in the State Of- 
fice. Their loyalty and devotion has made it possible 
for us to maintain eur expanded program in spite of 
the difficulties and restrictions of these times. 

Burnap, M.D., 
Chairman of the Council 
ee s 


REPORT OF COUNCILOR OF THE FIRST DISTRICT 


One of the most urgent problems which has confront- 
ed this country since the war began has been caused by 
the constant demand of the Government for physicians 
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to supply medical care for the armed forces. This has 
been responsible for a reduction in the number of phys- 
icians left to take care of the sick at home, which in 
many instances has reached a precarious minimum. The 
experience of the physicians of this district is similar 
to that of the physicians of other parts of the state 
and nation. 

After communicating with the secretaries of all the 
component medical societies, the following information 
is now available: 

Until March 3, 1944, over 360 physicians had been re- 
leased from the first district for service with the armed 
forces. 

From Freeborn County five physicians have gone into 
the service, and nineteen are left to carry on the work 
at home. This county covers an area of 735 square 
miles, and its population is approximately 32,000. The 
ratio of physician to population is 1 to 1,7 

Six physicians have left Goodhue County, and eight- 
een remain on duty at home. The area of this county 
is 767 square miles, and its population is about 32,000. 
The ratio to population is 1 to 1, 

Mower County has a population of approximately 
36,000 and the area is about 711 square miles. From this 
county five men have left for military duty, and twenty- 
one remain to take care of the civilian population. The 
ratio of physician to population is 1 to 1,700. 

In Rice County there remain twenty-two active phy- 
sicians, and’ two are in the service. The area is 495 
square miles. The population is about 32,000. The ratio 
of physician to population is 1 to 1,500 

Steele County has sent three men to war, and there 
are twelve left. The area of this county is 431 square 
miles, and the population is approximately 20,000. The 
ratio of physician to population is 1 to 1,700. 

Wabasha County has 541 square miles, and it has a 
population of 18,000. From this county four physicians 
have gone into the service, and twelve remain at home. 
The ratio of physician to population is 1 to 1,500. 

Winona County has nineteen physicians remaining on 
duty, but eight have been released for military service. 
The area in square miles is 637, and the population is 
38,000. The ratio of physician to population is 1 to 
2,000. 

The records of the Olmsted-Houston-Fillmore-Dodge 
County Medical Society show that, as of this date, more 
than 325 of its members are now on active duty in the 
army and navy. Two station hospitals, now on foreign 
duty, have been manned by members of this society. 

The ratio of physicians to population for the entire 
first district, exclusive of Rochester, is approximately 
1 to 1,700. 

The interest of the component medical societies in 
state and national problems has become increasingly ac- 
tive. All societies are holding their meetings and are 
devoting their attention to the pressing problems which 
obstruct their usual activities. Among these problems, 
one which has become important, is the Emergency Ma- 
ternal and Infant Care Program, and the reaction of 
the state organization as a whole is reflected with fair 
accuracy in the attitude of the physicians of this dis- 
trict. In most instances, the scheme is tolerated with 
and admirable codperative spirit. The plan is regarded 
generally as an emergency expedient arid the profession 
is willing to accept it on that basis. With one exception, 
all the counties in this district are trying to conduct their 
practice in accordance with provisions of the Children’s 
Bureau. At this time the physicians of Mower County 
have under way a plan of their own, which appears, to 
them, to offer more to both the physician and the pa- 
tient than the national program offers. Yesterday 
(March 3) Dr. A. J. Chesley, Secretary of the State 
Board of Health, Dr. V. O. Wilson, Director of the 
Division of Child Hygiene, Minnesota Department of 
Health, and Dr. R. L. J. Kennedy, Chairman of the 
Committee of the State Association serving in an ad- 
visory capacity, on Emergency Maternal and Infant Care 
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matters, to the State Board of Health, attended a meet- 
ing of the officers and members of the Mower County 
Medical Society for the purpose of discussing their 
problem. Apparently one of the objections to the Emer- 
gency Maternal and Infant Care plan is the fact that 
the Children’s Bureau does not pay the money to the 
mother and another difficulty is owing to the delay in 
receiving the fee as well as the failure to obtain the 
entire fee in some instances. At the time that this report 
is being prepared no conclusions have been reached. 

The Emergency Medical Service of Civilian Defense 
is being continued as the subcommittee on medical aid of 
the Committee on Disaster Preparedness of the Ameri- 
can Red Cross. 

We have been unfortunate in losing the valuable serv- 
ices of Dr. L. Breslow, who had served so efficiently as 
Director of the Minnesota Department of Health, District 
No. 3. Doctor Breslow is now serving as epidemiologist 
with the Post Surgeon of San Francisco Port of Em- 
barkation. Since the departure of Doctor. Breslow, the 
official work of the district has been carried on by Dr. 
F. M. Feldman, City Health Officer of Rochester. 


L. A. Burr, M.D. 
Councilor, First District 


REPORT OF COUNCILOR OF THE SECOND DISTRICT 


The medical profession in this district is taking the 
hard work that they have to do in stride. Members are 
doing their best to keep up the work of caring for their 
patients, and at the same time not neglecting their sci- 
entific meetings which are held quite regularly although 
with a slightly smaller attendance, as so many of our 
colleagues are in the Service. 


I am also very happy about the interest shown by 
some of our men in opposing the Wagner-Murray-Din- 
gell bill before Rotary, Lions, and Community Clubs, 
and in presenting resolutions which have been passed 
and forwarded to our congressmen and our state Sena- 
tors from these organizations. This kind of work edu- 
cates the ordinary layman in the community where this 
is done and I believe, if it could be adopted all over 
the state, it might prove to be of great value in the 
future. 

Dr. R. C. Hunt of Fairmont, Minnesota, was the first 
man, as far as I know, in my district to do this; and 
he deserves a great deal of credit. 

L. L. Soccer, M.D. 
Councilor, Second District 


REPORT OF COUNCILOR OF THE THIRD DISTRICT 


The Third Councilor District has come through this 
year of emergency without any serious difficulty. We 
have been spared the occurrence of epidemics of any 
consequence, and the weather has been favorable for 
making country calls. There seems also to have been 
an understanding on the part of the public that all un- 
necessary calls should be avoided, thus giving the doctor 
more time to spend in his office or in the hospital. 

The immunization programs, carried out in the past 
few years, have paid good dividends in holding the oc- 
currence of preventable diseases to a minimum. The 
value of immunization seems to have impressed itself 
upon the public to the extent that very little urging is 
needed to extend the program. There has been no in- 
crease in the number of cases of tuberculosis. Credit for 
this favorable condition may, to a large extent, be 
given to the campaigns that have been waged against 
this disease. 

Due to lack of time on the part of the physicians, and 
due also to difficulties of transportation, the number of 
medical meetings has been curtailed, but a sufficient num- 
ber has been held to carry out all the necessary business 
transactions. The attendance at these meetings has been 
surprisingly good, thus showing that there has been no 
lack of interest in medical affairs. 
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The members serving in the armed forces have not 
been forgotten. Christmas greetings have been sent 
them, and they have also received copies of the minutes 
of the meetings. It is to be hoped that these men who 
have shown their loyalty to their country, and to the 
profession, by carrying their life saving work to the 
front lines will be with us soon to receive the hearty 
welcome which they so richly deserve. 

C. M. Jonnson, M.D. 
Councilor, Third District 


REPORT OF COUNCILOR OF THE FOURTH DISTRICT 


The fourth district finds itself in good condition as 
far as membership and interest are concerned. The 
principal matters for adjustment are still, the entering 
into Service of as many doctors as were available, and 
second, the keeping up of a proper supply and distribu- 
tion of civilian practitioners. These matters usually can 
be adjusted, and we have no trouble in that regard. 

So far as the matter of emergency maternity and in- 
fant care is concerned the doctors are quite willing to do 
this work for the sake of patriotism as well as human- 
ity; but the restrictions placed upon it make it time- 
consuming, uncertain, and rather unsatisfactory, so that 
the men do try to shy away from it, if possible, and often 
treat these patients as charity patients rather than bother 
with the usual reports. 

One of the outstanding meetings of the year was the 
conference between professional groups and senators and 
congressmen, which occurred August 16, which helped 
a lot to foster mutual understanding and to show that 
there is plenty of right thinking if it only can be got- 
ten across to the influential sources. The committees to 
assist in the national program and representing the va- 
rious congressional districts have been set up, and they 
should do much good. 

We go into another year as strong professionally as 
ever before, even though the lines are somewhat ex- 
tended and while often burdensome, the work is done 
with good cheer. 

A. E. SoumeEr, M.D. 
Councilor, Fourth District 


REPORT OF COUNCILOR OF THE FIFTH DISTRICT 


Everything has been progressing so peacefully and 
satisfactorily in the Fifth District that there is nothing 


special to report. 
E. M. Hammes, M.D., 
Councilor, Fifth District 


REPORT OF COUNCILOR OF THE SIXTH DISTRICT 


More than 170 members and a like or greater number 
of non-members and interns have left Hennepin County 
and the other counties of this district, to date, to join 
the armed services. 

These men are now serving in hospitals and with the 
combat troops in all of the important theaters of War 
from New Guinea and the Pacific Islands to Italy. 
Two have been killed in action. Two died in service. 
Many have served under fire and in danger of bombs, 
torpedoes and sinking by submarine. Nearly all are 
now overseas or on their way to foreign service. 

Older men who remain on duty at home are working 
longer hours and accepting heavier responsibilities; but 
no serious shortage of medical service is evident, yet, 
either in Minneapolis, rural Hennepin or Wright 
counties. 

Plans are under formation for the return of all of 
our members when the war is over and everything pos- 
sible will be done to facilitate their reéstablishment in 
practice. In the meantime, it is gratifying to note the 
large number of younger men, ineligible for military 
service and of older men returning from retirement, or 
enlarging their responsibilities as a result of the war, 
who are applying for actual membership. The largest 
number of applications for the last four years has been 
made this year to the Hennepin county society. The so- 
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ciety is to be complimented on its program, and its 
timely and readable bulletin which has done an excellent 
job keeping members informed on the movements and 
activities of the men overseas. 
A. E. Carpe, M.D., 
Councilor, Sixth Distric 


REPORT OF COUNCILOR OF THE SEVENTH DISTRICT 


During the past year several notable developmenits 
have occurred in medical circles in this district. First, 
membership in component medical societies has de- 
creased appreciably as a result of loss of physicians to 
the Armed Forces. Secondly, both attendance at medi- 
cal meetings and the number of medical society meetings 
have decreased. And finally, while interest of physicians 
in all economic matters except the Wagner-Murray- 
Dingell bill has diminished, various circumstances have 
operated against arranging good scientific medical pro- 
grams. 

In the Stearns-Benton County Medical Society, mem- 
bership has decreased from 52 to 45. In this society, 
according to the Secretary, Dr. J. N. Libert, due to poor 
attendance and difficulty of arranging programs, meet- 
ings have been held irregularly when possible rather 
than once each month as has been customary in past 
years. An effort is to be made to arrange meetings 
regularly, once every two months. 

Membership in the Upper Mississippi Medical So- 
ciety, the other component medical organization in this 
district, has decreased from 93 to 71 as reported by 
the Secretary, Dr. G. I. Badeaux. Here again meetings 
have been reduced from four to two a year with a re- 
cent decision to revert to four meetings a year. At the 
last meeting of this organization, a spontaneous discus- 
sion about government controlled medicine and _ the 
Wagner-Murray-Dingell bill engendered intense interest. 

Various factors responsible for poor meeting attend- 
ance and difficulty in arranging attractive programs have 
received serious consideration of the officers of com- 
ponent societies. Such factors include gas and tire 
shortage and restrictions, decreased membership result- 
ing from war influences, lack of time of members to 
prepare papers or articles, increased teaching load of 
the Medical School Faculty, and ill-health of physicians 
resulting from overwork or exhaustion. With these 
circumstances generally existent, hope has been ex- 
pressed that programs and interest of physicians may 
be maintained even if assistance of the State Associa- 
tion or such a device as a speakers bureau is necessary. 

Epwin J. Stmons, M.D. 
Councilor, Seventh District 


REPORT OF COUNCILOR OF THE EIGHTH DISTRICT 


Today the important question is, “How are the needs 


of the war being met?” I believe the doctors of the 
Eighth District can feel pride in the way their respon- 
sibilities have been discharged. We wish to pay tribute 
to the fine work done by the Procurement and Assign- 
ment Committee of the State Society and the Local 
Units. There has been extremely little criticism con- 
cerning their decisions. The duties of the committee 
have been made easier and more pleasant by the wil- 
lingness of all the doctors in the district to serve in the 
place for which they are best fitted, whether it be in 
the army or the ranks at home. Today, the doctors on 
the home front are cheerfully carrying a very heavy 
burden. 

In an agricultural region like the Eighth District, 
there are no large cities, but many widely separated 
small ones. A number of sections from which the only 
doctor in a small town has been taken for military 
service, have been left without reasonably available 
medical service. Though none of the doctors, as far as 
I know, refuse a call within a radius of ten to thirty 
miles, the expense to the patient is very high and serv- 
ices are often not adequate. It is the plan in the 
Eighth District to give this problem serious considera- 
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tion at the next society meetings to see if some plan 
can be devised which will somewhat relieve the situation. 

The doctors of the Eighth District, also, are to be 
commended for their undivided support given to the 
State Society in its effort to improve the public rela- 
tions of the American Medical Association. Consider- 
= time, thought and energy, as well as some money, 

have been spent for this work and it has been a great 
help to the Councilor to have such understanding back- 
ing. This support has made it possible to carry the 
Committee’s efforts to a successful conclusion, making 
Minnesota an important factor in the establishment of 
the Council on Medical Service and Public Relations 
of the American Medical Association. 

This Council is destined to play a very important part 
in the future of medical practice; but as the program is 
developed, it will need continued support and considr 
eration. 

In conclusion, it can be said that the doctors of the 
Eighth District continue to maintain high standards of 
practice and public relations. 

W. L. Burnap, M.D. 
Councilor, Eighth District 


REPORT OF COUNCILOR OF THE NINTH DISTRICT 


Of interest and gratification to members of the Ninth 
District have.been the visits on leave of many of our 
colleagues now on active duty. Their experiences at 
Midway, Munda, etc., apprise us of real contributions of 
service and sacrifice. From the members still in domes- 
tic service, we learn of many important assignments and 
signal promotions in rank. Medical annals of this war 
will record imposing achievements by physicians of this 
state. 

At home, duties and activities continue equally press- 
ing. There has, however, not come to our attention any 
unreasonable inconvenience or undue suffering as a re- 
sult of medical shortage, considering circumstances. 
Medical meetings have continued without interruption 
with very good attendance. 

The St. Louis County Medical Society again spon- 
sored one evening of the sectional and general meeting 
for the Industrial Safety Committee. The principal ad- 
dress at the latter was especially well received. It was 
a health lecture exposing many of the fallacies held by 
the laity pertaining to medical practice. 

The Wagner-Murray-Dingell bill was discussed by 
three members of the Rotary Club at one of their 
meetings. 

The mobile x-ray unit of the St. Louis County Public 
Health Association has covered an extensive portion of 
the county in its survey. One preliminary report was 
given at the meeting of the State Sanitary Conference. 

Record of membership shows that all eligible and 
available men are now on the roster. 

Regular meetings are held on the range, the next 
one being in June. The Range Medical Society has con- 
tinued its meetings regularly. 

Your Councilor urges more interest and better attend- 
ance at such meetings as the County Officers’ Meeting, 
etc. One is impressed with the high numerical ratio of 
talks presented by lay participants and their enthusiasm 
for their programs; particularly the Barden-LaFollette 
rehabilitation program. 

F. J. Extras, M.D. 


Councilor, Ninth District 
*x* * * 


Dr. SLATER: I would like to say, informally, that the 
reports of the officers and Council members were most 
complete and the Committee was impressed by the work 
that has been done in the State Office and by the Coun- 
cil. It must be realized that these men are all busy in 
all parts of the state and we should appreciate the won- 
derful job they have done. 

The report of the Secretary and Executive Secretary 


Ocroser, 1944 


impresses one with the amount of extra work carried by 
the State Office as a result of war conditions. The sit- 
uation of civilian medical service in the state has en- 
tailed much work but is apparently being handled in a 
commendable manner. 

The major responsibility for making arrangements for 
the Conference on Medical Services in Chicago was as- 
sumed by the State Office, since the state was honored 
by having in its membership the president of the con- 
ference who was promoted from secretary where he had 
served so efficiently. The gentleman, in case there is 
anyone who may not know, is Dr. Burnap who has 
served the state society well in many ways for many 
years. 


Prewar activities of the State Office have not been 
neglected. On the contrary, they seem to have been ex- 
panded and improved. This is especially true of educa- 
tional activities for the members and public, such as the 
Subject-of-the-Month program, the radio and news re- 
leases. The committee takes cognizance of the large 
amount of extra work that has been handled by the 
office force. They are deserving of a vote of thanks 
for what they have accomplished. 


It was moved, seconded and carried that the report 
of the Secretary be accepted. 


Dr. SLater: The report of the treasurer shows the 
finances of the society to be in excellent condition. 
Gross income for 1943 was $43,750.36 ee gah with 
$36,905.38 for 1942, an increase of $6,844.98 and there 
was a net surplus of $7,160.24 in 1943 as compared with 
$1,817.79 in 1942. The value of the permanent invest- 
ment fund was placed at $57,091.15 at the end of 1943 
with $5,800 transferred to the fund during the year. 


Dr. L. A. Bure, chairman of the Finance Committee 
of the Council: 

The financial program of your association during 
recent years presents a record of admirable progress. 
Total income from all sources has shown an uninter- 
rupted year by year advance and even last year ex- 
penses were not greater than in 1935 and 1937, which 
also were legislative years. The association has not in- 
curred an operating deficit since 1937. This should be a 
source of considerable satisfaction to the members of 
the House of Delegates, to the members of the Minne- 
sota State Medical Association, and particularly to Mr. 
Rosell, our efficient executive secretary, whose tenure 
of office coincides with our emergence from that early 
period of deficits. 


In 1937, our invested funds totalled $31,580.98, and our 
total net worth was placed at $37,900.90. At this time 
our invested funds amount to almost $60,000, and our 
total net worth as determined by Shannon and Byers, 
certified public accountants, as of December 31, 1943, 
was placed at $82,129.51. Since January 1, 1943, almost 

,000.00 has been transferred to our reserve account 
in the form of stocks and bonds. 


The greatest portion of our income accrues from 
membership dues and there is no reason to believe that 
we will sustain any great reduction from that source in 
1944. As of December 12, 1943, our membership was 
2,216, and we believe that our 1944 budget can be based 
on a membership of approximately 2,200. Owing to 
several factors, chief of which is the fact that this 
year is not a legislative year, our expenditures during 
1944 should be less than those of 1943. 

At this time, all funds are in good condition and op- 
erations for the present fiscal year reveal favorable 
progress, with excess of income over disbursements. 
The budget estimates for the year are being well ful- 
filled. Your Finance Committee will pursue the policy 
of recommending to the association that funds be in- 
vested for transference to the reserve account with 
reasonable promptness as. soon as sums become avail- 
able. The present ratio of equity investments to the 
total fund, taking bonds at par, and stocks at cost, is 
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approximately 14 per cent. In considering further in- 
vestments, your committee will continue its policy, as 
authorized by the Council, of increasing the purchase 
of approved equities until that portion of the Associa- 
tion’s portfolio reaches approximately 20 per cent of the 
total invested funds. Our reserve fund and total net 
worth stand at very satisfactory levels. The investments 
now carried in the association reserve account, accord- 
ingto expert opinion, possess excellent balance and are 
in line with the best investment practice of large, en- 
dowed institutions the country over. 

Dr. F. J. Extas, Duluth: As a member of the Finance 
Committee, I would like to say a word about the ques- 
tion which may arise in the minds of some of you as 
to why we should accumulate so much money. The 
Committee can assure you that this is in line with the 
policy of other state associations. It is necessary to 
have a strong financial foundation. And I want to add 
we are much indebted for exceptionally good advice in 
watching these funds. 

It was moved, seconded and carried that the report 
be accepted. 

Dr. SLATER: While all of the Councilors made re- 
ports, we are considering them all as one. They all 
show that =the war-has’ increased’ the “responsibility of 
the physicians remaining at home. It is quite apparent 
that they are arising to the occasion and are meeting the 
situation in a creditable manner. Increased work, lack 
of gasoline and tires have brought a decrease in medical 
meetings throughout most of the districts but harmony 
is evident in all of them and the various local societies 
seem to be in a wholesome condition. 

The State Association can be proud of the way phy- 
sicians are meeting the emergency, in many instances to 
the detriment of their own physicak condition. 

It was moved, seconded and carried that the report 
be accepted. 

* * * 


Speaker Will then called for the report of the Refer- 
ence Committee on State Heaith Relations Reports, Dr. 
C. B. Drake, chairman. The following reports were 
considered : 


COMMITTEE ON UNIVERSITY RELATIONS 


A committee on Domestic Relations would find little 
demand for its services if all marriages were well ad- 
justed and happy. Such conditions seem to exist in the 
relations between the University and the Minnesota 
State Medical Association. Nothing has arisen during 
the past year that called for special consideration by 
the Committee on University Relations. 

Dean Diehl, of the University School of Medicine, 
has expressed, by words and actions, a desire for the 
continuance of the harmonious relations that now exist. 
Some expansions in the Medical School are contem- 
plated, but are still in a very nebulous stage. 

The Medical School and the State Medical Associa- 
tion have a common interest in the advancement of 
medical education, and in the improvement of medical 
services to the people of the state. There should not 
be, and, under the present administration, there is not, 
any conflict between them. 

The function of the Committee, under these circum- 
stances, is that of codperation and collaboration with 
the Medical School, and of representing the viewpoint 
of the practicing medical profession, to the end that 
the purposes of both organizations may be best at- 


tained. 
S. H. Baxter, M.D., Chairman 


STATE HEALTH RELATIONS COMMITTEE 


No special problems have been referred during the 
past year to the Committee on State Health Relations. 

The Committee has maintained a continuous informal 
contact with the State Board of Health, however, and 
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has conferred, as called upon, with the Board, and 
within its own membership, on many phases of medical 
participation in public health measures. 

T. H. Sweetser, M.D., Chairman 


COMMITTEE ON PUBLIC POLICY 


Since the last annual meeting there has been little 
activity in this committee. We have lent what little 
assistance we could to the movement for establishment 
of the Council on Medical Service and Public Relations 
of the American Medical Association and to the organi- 
zation of machinery to work with the Council in this 
state. 

Each member of Congress was asked if he had any 
preference among doctors to serve on committees ap- 
pointed for the purpose in each legislative district. 
The wishes of the Congressmen were followed in each 
case and two other men were added to those thus desig- 
nated from each congressional district. Five men were 
also appointed at large to maintain contact for the 
Council with the state senators. The following appoint- 
ments were made: 


Committee at Large.—L. L. Soccer, M.D., Windom, Chairman: 
W. L. Burnap, M.D., Fergus Falls; B. S. Apams. M.D., Hib. 
bing; Grorce Eart, M.D., Saint Paul; A. W. Apson, M.D. 
Regpentes: . 

irst Congressional District—A. W. Adson, M.D., Rochester; 
H. T. McGuigan, M.D., Red Wing; C. C. Allen, M.D., Austin. 

Second Congressional District. L. Sogge, M.D., Windom; 
A. G, Liedloff, M.D., Mankato; H. H. Holm, M.D., Glencoe. 

Third Congressional District—James Johnson, M.D., Minne- 
apolis; L. Hedenstrom, M.D., Cambridge; M. H. Seifert, 
a. Excelsior. 


Congressional District——Max Alberts, M.D., Saint 


Paul; F. J. Savage, M.D., Saint Paul; E. K. Endress, M.D., 
Saint Paul. 


Fifth Congressional District.—C. E. Proshek, M.D., Minne- 


mene Ivar Sivertsen, M.D., Minneapolis; S. H. Baxter, M.D., 
Minneapolis. 


Sixth Congressional District—W. W. Will, M.D., Bertha; 
J. F. DuBois, M.D., Sauk Center; J. N. Libert, M.D., St 


Cloud. 
Seventh Congressional District.—A. Vadheim, M.D., Ty- 


L. 

ler; L. G. Smith, M.D., Montevideo; B. J. Branton, M.D., 
Willmar. 

Eighth Congressional District—L. A. Barney, M.D., Duluth; 

a Moe, M.D., Duluth; Clarence Jacobson, M.D., Chisholm. 

inth Congressional District—M. O. Oppegaard, M.D., Crook- 

ae O. J. Hagen, M.D., Moorhead; J. E Delmore, Sr., M.D., 

oseau. 


_ We have one plea to make to the Delegates and that 
is that they will urge every member of the profession in 
their communities to take an active interest in elections 
for Congress and also in the election of members of the 
House of Representatives of the State Legislature, all 
of whom must be reélected this year. 

We consider it good policy for medical men to inter- 
est themselves in elections for the State Legislature 
even though they bet on the losing horse. Most candi- 
dates appreciate the fact that medical men have con- 
siderable influence in their home localities and -if the 
profession shows that it is active and alert, they will 
strive to secure and retain its favor in their work in 
the State House, whoever may be elected. 

The medical profession stands always for good gov- 
ernment and is perfectly justified in trying to secure the 
best men possible for the Legislature which makes the 
laws that run the government. 


L. L. Socce, M.D., Chairman 
x *k * 


Dr. C. B. Drake: The Reference Committee calls 
attention to the spirit of co-operation which eixsts be- 
tween the state medical association and the University 
Medical School, as confirmed by the report of the 
Committee on University Relations, and recommends 
the continuation of the committee. 

It was moved, seconded and carried that the report 
be accepted. 
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Dr. DRAKE: The Reference Committee approves the 
continuation of the Committee on State Health Rela- 
tions to provide contact, particularly, between the State 
Board of Health and the State Medical Association. It 
was moved, seconded and carried that the report be 
accepted. 


Dr. Drake: The Reference Committee approves the 
co-operation in every way possible, of the Committee 
on Public Policy with the newly-formed Council on 
Medical Service and Public Relations of the American 
Medical Association. The new Council, with an office 
in Washington, will meet a nationwide demand on the 
part of the profession for a headquarters which will 
keep in close touch with national legislation affecting 
medicine. This Council deserves the united support of 
the state associations and, in the opinion of the Ref- 
erence Committee, its office in Washington should not 
be duplicated, as contemplated at present by other 
organizations representing groups of states. While the 
Wagner-Murray-Dingell bill is not likely to be passed 
at this session of Congress, similar legislation will 
doubtless be proposed from time to time which will 
require the attention and advice of the medical pro- 
fession. 


The Reference Committee wishes to affirm the empha- 
sis placed by, the Committee on Public Policy on the 
importance of medical men taking an active interest in 
politics, and in the election of the best representatives 
to Congress and the State Legislature, as part of their 
duty as citizens-and in the interest of better medical 
service. Attention is called to the fact that all members 
of the State House of Representatives come up for re- 
election this year. 


The continuation of the Committee on Public Policy 
is most essential. 


Dr. L. L. Sogge, chairman, discussed the report but 
his remarks were not recorded. 


Dr. A. W. Anson, Rochester: Many of you will re- 
call the meeting of the House of Delegates last year 
when the creation of a national committee on medical 
care was proposed. Many of us took part in the delib- 
eration of the House of Delegates of the American 
Medical Association, later, at which the Council on 
Medical Service and Public Relations was formed. 
Four meetings of that Council have been held and I am 
glad to report that we now have an office in Washing- 
ton and furniture and a man in charge of affairs... . 
(At Dr. Adson’s request, his further remarks were not 
recorded. ) 


Dr. F. J. SAvAGE, Saint Paul: I presume that most of 
the men here received the request for support from the 
new organization in Indiana. They have also heard 
about the organization originating in California whose 
objectives are along the same lines as those of the AMA 
Council. I would very much like to hear more from 
Dr. Adson on these two other moves which are in com- 
petition, apparently, with the AMA. 


Dr. Apson: I think much of the credit goes to Dr. 
Burnap for arranging the discussion at the national 
Conference on Medical Service this winter at which 


these two groups had a chance to exploit, if you like, 


their ideas. Representatives of the Public Health 
League of California and other western states said, at 
that time, that they felt the national body was rather 
tardy in getting action and so they had agreed to assess 
themselves a dollar per doctor per year to create a 
fund with which to establish an office in Washington. 
The purpose was to do the same thing as the AMA 
office is now organized to do. Representatives of the 
Association of Physicians and Surgeons of Lake County, 
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Indiana, appeared also. They propose to develop an 
organization not unlike the AMA. Members of this 
latter organization are not sponsored by the Indiana 
State Medical Association. They are a group of serious 
minded men, however, and they, too, felt that medicine 
needed better representation and more action. Represent- 
atives of both groups discussed their plans before the 
conference and later before the Council on Medical 
Service and Public Relations. The California group 
has already installed its offices in Washington, but 
Dr. Murray assured us that if the national office, which 
is part of the Council, serves its purpose they will 
withdraw and support it. The Indiana group has 
grown and is still at work. I am not sure how 
much it will accomplish. Their motives appear honor- 
able, though probably selfish, as reflected in their con- 
stitution and in their newspaper broadside. On the other 
hand, if the national body takes the lead and accom- 
plishes what the physicians generally want, I am in- 
clined to believe, personally, that both groups will grad- 
ually fade out and allow the AMA to take the lead. 


Dr. Burnap: I would like to say a word about tlie 
California movement so there won’t be any misunder- 
standing. Those men from the western states involved, 
have made a real study of the situation. They are loyal 
members of the AMA, however, and there is no contro- 
versy between them and the AMA. They sent a rep- 
resentative of their own to Washington and found it 
was very essential that medicine have an office there. 
They formed their Western Public Health League and 
decided to open their Washington office for themselves 
and not for the American Medical Association. The of- 
fice is for the representatives and senators from their 
own states, and they have no intention of trying to 
overlap. It appears that they could get no definite an- 
swer as to when the Council was going to act and so 
they said: “We will go ahead and any time the Ameri- 
can Medical Association fills the need, we will with- 
draw.” I want you to know this because I want you to 
appreciate that they are a fine group of men and loyal 
members of the AMA. 


Dr. BAKER: I have on my desk at home about 
twenty-five or thirty books published and sent to me by 
the National Physicians’ Committee to give out to my 
patients. I read the book through and what did it have 
in it? Facts about what Japan had done in the last five 
years and what Germany and France had done. On the 
front were the big figures representing three billion 
dollars. I showed it to a school teacher and she said: 
“It looks as though you could get a good deal of 
health service for that.” 


If a school teacher can’t see at first glance what is the 
purpose of the book, why give it to patients? What we 
should do is read what industry is doing. The Cadillac 
Company doesn’t say simply, “Here is the Beautiful 1944 
Cadillac.” They tell us that the 1944 Cadillac has 
two large motors with a hydromatic drive. That is their 
method of telling about their product. We should come 
out in the magazines with a similar story. Not—“Come 
to me and I will cure your piles without surgery”; but 
—“In 1799 they bled George Washington to cure him. 
They drew out his life’s blood. Today we give you sul- 
fonamide drugs and vaccines.” People should show how 
medicine has progressed and what we have to offer to- 
day. That is what the American Medical Association 
can do and that is what the group in Washington is be- 
hind that desk for. We have been sitting back and 
running our public relations the other way. 


x * x 
Speaker Will then called for the report of the Refer-~ 
ence Committee on Lay Education. Dr. Monte Piper of 


Rochester, chairman. The following report was con- 
sidered : 


849 





PROCEEDINGS NINETY-FIRST ANNUAL SESSION 


COMMITTEE ON PUBLIC HEALTH EDUCATION 


Wartime shortages and pressures have interfered to 
some extent with the full operation of our public health 
education program. 

Travel restrictions and the difficulty involved in find- 
ing qualified speakers who can spare the time required 
away from their practices have curtailed our program 
of talks before lay audiences. The same difficulties 
forced the postponement of our regular college lecture 
course until after the war. 

Other services have been continued as usual, their 
purpose being to keep constantly before the public and 
the profession special wartime health problems. 

To that end the Committee has especially emphasized 
the importance of all routine immunization and vacci- 
nation measures and the fact that there has been a 
significant increase in the number of cases and deaths 
from diphtheria in the last year is witness of the im- 
portance of this effort. 

It is the opinion of the Committee that the need for 
routine immunization of all young children against 
diphtheria must continue to be a major objective for 
every county medical society during the coming year. 
Physicians must also be alert to the possibility of diph- 
theria in every case of sore throat among adults as well 
as children. A few deaths occurred in 1943, according 
to State Board of Health records, in which a week or 
more elapsed between the time the patient was first seen 
and the time that diphtheria was diagnosed. Treatment 
with antitoxin was thus delayed beyond the period when 
it is most effective. Seven of the 21 deaths in 1943 were 
among adults and none for whom histories were avail- 
able had been immunized against the disease. Since 
1940 when there were six, the number of deaths has 
increased each year. The total is small in comparison 
with 20 years ago but the upward trend and the ex- 
treme seriousness of any epidemic in wartime indicate 
the need for special effort this year. 

The Subject-of-the-Month program is now estab- 
lished as an important part of our educational service 
to our members and indirectly to the public. Since the 
last report to the delegates, packets on the following 
subjects have been prepared under direction of quali- 
fied experts in their fields: 


EE ET Ee LEE ETE May, 1943 
Milk-borne D seases October, 1943 
tt Pi obo de nencennetebbedhath ceased November, 1943 
Rehabilitation December, 1943 
Malaria January, 1944 
Syphilis February, 1944 
Pnetery GHIMIORS. 6... ccs ccocccccecseves March, 1944 
DE écgecnaswotereusensnereheneteseeeavsee April, 1944 


The May packet will deal with various phases of 
school health examinations as an aid to the expanded 
school health program in Minnesota. 

The Question and Answer service for weekly news- 
papers of the state has been carried on as usual with 
the majority of rural newspapers making use of the 
service and a growing number of questions reaching the 
office for answer both in print and by personal letter. 
Short comments on the Subject-of-the-Month and on 
other matters of current importance accompany these 
releases. 

The radio program with Dr. W. A. O’Brien of the 
University of Minnesota as speaker has just passed its 
sixteenth year on the air. It has recently received a 
special tribute in a publication by Station WCCO which 
has carried the broadcasts, without interruption, since 
1928. The program is cited with pride in this publi- 
cation as evidence of the station’s consistent interest 
in and contribution to the public welfare. Approximate- 
ly 200 broadcasts were made over WCCO and WLB, the 
University Station, under sponsorship of the association 
during the last year. We are greatly indebted to Dr. 
O’Brien and radio station WCCO for this unique 
service. 

For the coming year, it is probable that special em- 
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phasis should be laid on our Subject-of-the-Month pro- 
gram and its correlation to the other services of the 
association. It is obvious that our best all-around 
agency or avenue for disseminating material is via this 
program. We shall aim to offer another acceptable se- 
ries for the coming year. 

E. L. Tuony, M.D., Chairmen 


= * * 


Dr. Piper: The Reference Committee recommends 
adoption of the report of the Committee on Public 
Health Education and wishes to call especial attention 
to the statement that deaths from diphtheria have in- 
creased during the past year. 

The Reference Committee feels that the House of 
Delegates might well add its expression of appreciation 
for the valuable services contributed to public health 
education by Dr. W. A. O’Brien and Station WCCO. 

The suggestion is offered by the committee that per- 
haps the Subject-of-the-Month program might include 
a clarification of the status and limitations of maternal 
and infant care of the families of servicemen. 

It was moved, seconded and carried that the report 
be accepted. 

Speaker Will then called for the report of the Refer- 
ence Committee on Medical Economic Reports, Dr. R. W. 
Morse, Minneapolis, chairman. The following reports 
were considered : 


EDITING AND PUBLISHING COMMITTEE 


MINNESOTA MEDICINE has had the most successful 
year in tts entire history. 

The attached financial report shows a net profit of 
$2,082.98, which is a substantial increase over the pre- 
vious year. 

There were printed a greater number of pages than 
ever before, and a larger number of the copies of 
MINNESOTA MEDICINE were distributed. 

The display advertising carried during the year was 
greater than in previous years. A portion of this was 
due to the Twenty-fifth Anniversary Edition of MInne- 
sota Mepicine. Aside from that one issue, the pros- 
pects for display advertising for 1944 are the most fa- 
vorable that we have ever enjoyed up to this time. 

Because of restrictions on paper stock placed upon 
us by the federal government, it has become necessary te 
reduce the size of MINNESOTA MEDICINE % of an inch 
and to use a somewhat lighter weight paper. 

The Editing and Publishing Committee wants to take 
this opportunity to express its appreciation of the ex- 
cellent work done for so many years by our Editor, Dr. 
Carl B. Drake, and by our Business Manager, Mr. J. R. 


Bruce. 
E. M. Hammes, M.D., Chairman 


MINNESOTA MEDICINE 
CASH RECEIPTS AND DISBURSEMENTS 
January 1, 1943 through December 31, 1943 


Source of Cash Receipts 
Display Advertising 
Member Subscriptions 
Non-member Subscriptions 
Illustrations 
Miscellaneous Income 
Reprint Income 


Gross Cash Receipts 


SS: 
Discounts and Commissions 
Advertising 
Subscriptions 


Net Cash Receipts 


Cash Disbursements 
Journal Expense 


$16,177.89 


14,131.28 
$ 2,046.61 


$ 846.38 
882.75 


Cash Surplus for Period 


Accounts Receivable January 1, 
Accounts Receivable December 31, 1943.... 


MINNESOTA MEDICINE 
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SCHEDULE A 
Journal Expense 
Printing expense—includes composition, 
presswork and bindery expense 
Paper Stock 
Illustrations 
Dr. Carl B. Drake—Editorial Fee 
Second class postage, postage used on 
Minneapolis and foreign copies and 
postage due on change of address cards.. 
Mailing envelopes 
(Used on | ted » 1943, Issue and 
for mailing out advertisers’ copies) 
Bruce Publishing Company Service Fee.... 
(Covers business management, steno- 
graphic service, mechanical editing of 
all material, ordering all cuts, making 
up dummy, mailing out all proofs, 
bookkeeping, billing and _ collecting all 
accounts, keeping up mailing list, etc.) 
Bruce Publishing Company 
(Covers telephone, telegrams, addresso- 
graph plates, etc.) 
Stationery : 
Advertising Commission 
(Includes 5% received from adver- 
tising placed through the C.M.A.B.) 
Copyright Fee 24.00 
Bond—J. R. Bruce, Business Manager.. 5.00 
Traveling Expense to Chicago Meeting.. 
Reprints for Advertiser 


$ 7,379.16 
1,439.71 
464.53 
1,200.00 


379.23 
54.70 


1,680.00 


132.00 


26.95 
1,306.68 


$14,131.28 


SCHEDULE B 
Bad Accounts Charged Off 

Duluth Ambulance Service $ 11.00 
CASH* RECEIPTS AND DISBURSEMENTS 
anuary 1, 1943, through December 31, 1943 

Source of Cash Receipts 

Display Advertising . -$12,299.32 

Member Subscriptions ‘ 5,071.67 

Non-member Subscriptions . 485.23 

Illustrations 47.12 

Miscellaneous Income ... 4.70 
Reprint Income 121.95 
$18,029.99 


Gross Cash Receipts 
Less: ; 
Discounts and Commissions 
Advertising 
Subscriptions 


1,852.10 


Net Cash Receipts. .......cccccccccccsees 
Cash Disbursements 

Journal Expense 

Cash Surplus for 


$16,177.89 


$14,131.28 
2,246.61 


$846.38 


anuary 1, 1943 
Yecember 31, 1943 


Accounts Receivable 
Accounts Receivable 


COMMITTEE ON INDUSTRIAL AND CONTRACT 
PRACTICE 


As a result of the rapid growth of industrial practice 
in the state, a considerable number of physicians are 
now engaged in contract practice in Minnesota. In view 
of the fact that industrial medicine is playing an im- 
portant part in the war production effort and will un- 
doubtedly play an important part in our industrial de- 
velopment after the war, it is encouraging to the com- 
mittee that no serious infractions have been reported 
of the code of ethics adopted some years ago at the 
recommendation of this committee. 

Good plant practice is now generally understood to 
consist mainly of preémployment examinations with pe- 
riodic checkups, emergency treatment and supervision of 
health conditions in the plant. The development and ex- 
pansion of such practice, when it does not deprive the 
patient of the services of the physician of his own 
choice for medical care, should be encouraged as a con- 
tribution to the health and welfare of workers as well 
as to maintenance of high production standards. 


F. A. Orson, M.D., Chairman 


COMMITTEE ON MEDICAL ETHICS 
The Committee on Medical Ethics has no formal re- 
port for the past year. No instance of a lapse in med- 
ical ethics by members of the State Association has 
been reported to the Committee this year. 
Rosert D. Mussey, M.D., Chairman 


Octoper, 1944 


MEDICAL ADVISORY COMMITTEE 


During the past year nothing of sufficient importance 
has arisen to make it necessary to call a meeting of the 
entire committee. Again, many reports of malpractice 
suits which have been started or threatened have been 
placed in the hands of the chairman and these have 
been studied and in many instances, contact has been 
made with the insurer and advice given. In a few 
instances, conferences have been held with representa- 
tives of the insurer where it was deemed advisable. In 
each instance, an opinion has been given as to the best 
method of handling the case in question. 

The policy of this committee has been at all times to 
cooperate fully in an advisory capacity with the insurer 
in any case where a malpractice suit has been threatened 
or instituted. During the past year there appears to 
have been a still further slight reduction in the number 
of cases referred to this committee. It is highly prob- 
able that there are malpractice cases threatened or start- 
ed which are not referred to this committee through 
failure of the physicians throughout the state to report 
the cases to the office of the Secretary of the State 
Medical Association on the cards provided for that pur- 
pose. However, in all instances where the cases have 
been reported, they have been reviewed, and such co- 
operation with the insurer as was possible has been 
given. 

—W. H. HEncstier, M.D., Chairman 


COMMITTEE ON LOW-INCOME AND INDIGENT 
PROBLEMS 


With mounting employment and high war-time prices 
for farm products, economic aspects of the care of 
indigents and low-income groups are largely solving 
themselves at the present time. The most pressing diffh- 
culties of the physicians of the state have been involved 
recently with the shortage of doctors and the need for 
spreading existing medical services over as much ter- 
ritory for as many people as possible. Medical service 
for the indigent and for recipients of Social Security 
Aids is now well organized in Minnesota under direction 
of the medical unit of the Division of Social Welfare 
and its State Medical Advisory Committee and should 
be well prepared against the day when there are fewer 
jobs and more families in need of care. 

Interesting developments have been noted during the 
past year in two projects. One is in the experiment in 
prepaid medical service now in operation for Farm Se- 
curity Administration clients in three counties. The 
other concerns medical service for migratory workers. 
The experiment in prepaid service for FSA families 
may conceivably provide a guide for future prepayment 
service plans on a large scale in Minnesota. 

Plans are now in operation in two counties in the 
state, Morrison and Ottertail, with arrangements un- 
derway to establish the service in Wilkin county, also, in 
place of Mille Lacs county where the plan was aban- 
doned after a short trial. 

The plan in Morrison and Ottertail counties is now 
two and one-half years old. In each county the same 
plan submitted by the FSA was revised in accordance 
with the wishes of local physicians. Medical aspects 
are administered by a physicians’ committee of three 
physicians elected by the medical men of the county. 
Medical care is complete except for elective surgery. 
For the first two years the premium per family was 
$23.00. Six months ago it was raised to $30.00 on the 
basis of the first two years’ experiences. One dollar out 
of the premium is set aside for administrative expense. 
The rest is pooled and the physicians are paid on a pro- 
rata basis in accordance with the schedule of Minimum 
Allowances drawn up by the Division of Social Welfare. 
Any amount in excess of full payment to physicians on 
this basis is to be returned to participating families. So 
far nothing has been returned to the subscribers and 
physicians have been paid slightly less than they receive 
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from the Division of Social Welfare for medical service 
to indigent clients of the welfare boards. 

FSA clients are families with acceptable farming 
experience, character, ability and physical fitness who 
are unable to obtain satisfactory credit from any other 
source. They are, therefore, not indigent, although they 
would fall generally in the marginally indigent class. 
They are free to join the medical service plan or not, as 
they wish, and the largest single difficulty with the 
plan has been the fact that the original number of sub- 
scribers did not reach the promised 75 per cent and 
the number dwindled to a percentage too low for sound 
financing in the second year. 

Percentages of participation among eligible families 
were : 


Morrison County 


OE. Ba wen vectaencctccvetvencessnseecctnsé 46.7 per cent 
BE EE doc anndsveeeutes ecensamedansesecnet 48.6 per cent 
DE adit saws ea nekdame be epaceamed tered 40 per cent 
Ottertail County 

ME cei sateerneees stb gas eewerssadecenscam ee ae 
ED 66 ci RGAAR KASS OOURESE RR CEAS AORT HERES 67 per cent 
PEE ekrbdceSeenes. on Tice cue Ethcekgoneense 63 per cent 


At the end of 1942 physicians of Morrison county 
reported, on the basis of experience thus far, that a 
percentage of 66%, with a minimum of 100 families, was 
necessary for sound financing of a county plan and 
that the premium should be raised for 1944. Collection 
of $10 in obstetrical cases, beyond the regular premium 
payment had been provided earlier. Figures for 1944 as 
to percentages of participation and financial experience 
are not yet available. 

During the first year of the plan, physicians received 
65.8 per cent of their current minimum fees. During the 
second year, 65.7 per cent. No analysis has been made 
for the third year which includes the first half of 1944. 
Thus, as noted before, medical fees realized by the phy- 
sicians are slightly less than those received in Minnesota 
for medical care of actually indigent persons. The 
Minimum Medical Allowance schedule used in 80 per 
cent of the counties for relief is used in this experiment, 
also, and provides for 66%4 per cent of current minimum 
fees. 

On the other hand, an analysis made during the third 
year of operation showed that while 219 FSA families 
paid $3,300 for medical care, 231 non-participating fami- 
lies of the same income status obtained $400 worth of 
medical care and of this, only $200 was actually paid to 
the physicians. 

Reports show that abuse of the plan has been minimal 
both on the part of patients and physicians. On the 
part of patients, it has consisted of excessive demands 
in a few instances but lasted only for the first two or 
three months. On the part of physicians, it consisted in 
a few instances of over-charging, due largely to mis- 
understanding, and led to termination of the contract 
on the part of four physicians. Principle dissatisfaction 
resulted from the fact that bills had to be submitted for 
payment by the fifth of each month inasmuch as funds 
are divided and bills paid on a monthly basis. Bills 
submitted after that date were disallowed. In nearly all 
cases dissatisfaction came from men who practiced in 
neighboring counties and who had failed to attend any 
meetings at which the plan was discussed. 

Following are general conclusions based on two and 
one-half years’ experience from the physiciaris’ com- 
mittee of Morrison County. 


1. A high standard of all medical care, except elec- 
tive surgery, has been provided at a minimum cost 
and with satisfaction to participating families. 

2. Control of all medical features even administrative- 
ly by the medical profession is absolutely essential 
to the success of such a plan. 

3. An absolute minimum of 100 participating families 


is necessary to assure reasonable likelihood - of 
success. 
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4. On the basis of $23.00 annual premium fees 


re- 
ceived by the physicians were somewhat less tian 


those received for medical care of actually indig 
in 80 per cent of the counties. 

5. The annual premium should be $30.00 instead of 
$23.00 for sound financing. This is the premium 
now charged, with government approval. Experi- 
ence with the $30.00 premium has not yet been 
analyzed. 

6. All physicians who had an intimate knowledge of 
the plan believe it possesses many worth-while and 
desirable features. 


The experience of Ottertail County physicians has 
been comparable and they have also indicated a wish to 
continue the experiment. A request made by FSA of- 
ficials for approval from the Council of a plan to extend 
the service to low-income families who are not clients 
of the FSA in the three counties was refused at the 
February Council meeting. Refusal was based on the 
fact that the number of low-income families among 
farmers is small and growing smaller because of high 
wartime prices for agricultural products. At the same 
time, provisions already exist in the welfare setup for 
care of hardship cases, under auspices of the county 
welfare boards and the Division of Social Welfare. 

Medical service for migratory workers presents a 
difficult problem from an administrative point of view 
because most of the workers for the last two years have 
been brought in from Jamaica and Mexico under special 
arrangement with the Departments of Agriculture and 
Labor. They are not citizens and many of them remain 

“only for the canning and beet sugar seasons. Last year 

a corporation was set up with headquarters in Indiana 
and with a board of directors made up of represent- 
atives of organized medicine from half a dozen of the 
midwestern states where these foreign nationals were to 
be located. Medical services were to be paid for 
through the so-called “Midwestern Agricultural Work- 
ers Health Association” but when the association ap- 
plied for permission to operate in Minnesota the appli- 
cation was refused by the Secretary of State on legal 
grounds and the problem still remains to be solved. At 
this writing approximately 3,500 of these laborers have 
been requested this year for the canning industry alone, 
and as many more will undoubtedly be needed for the 
beet sugar industry. In addition, a considerable number 
of last year’s workers remained in the state over the 
winter. The United States Public Health Service has 
undertaken to examine foreign nationals for presence 
of communicable disease before they enter the United 
States. The workers are under sponsorship of the War 
Food Administration, Department of Labor, while they 
are here. : 

At a conference on the matter, held on February 21 
in Saint Paul between representatives of the War Food 
Administration, the United States Public Health Serv- 
ice, the State Department of Health, the Division of 
Social Welfare, the University Farm School and the 
State Medical Association, a new effort to find a solu- 
tion got under way and it is hoped that a plan can be 
organized in conjunction with the Division of Social 
Welfare which will provide satisfactory care for these 
workers. This plan was to be ready for representation at 
the April meeting of the Council. 


W. A. Coventry, M.D., Chairman 


COMMITTEE ON SICKNESS INSURANCE 


Prepayment plans for medical service are being in- 
stalled and operated by a variety of groups in the 
United States, including state and county medical socie- 
ties and local groups of physicians and others in urban 
centers. It is apparent that the medical profession in 
general is now of the opinion that greater demands will 
be made’ in the future than ever before, especially by 
labor and employment groups, for prepaid medical 
service. 

These facts were clearly in evidence at the Midwinter 


ent 
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Conference on Prepaid Medical Service held in Chicago, 
February 12, which was attended by several members 
of the Committee on Sickness Insurance from Minne- 
sota, including the chairman. As a result of their re- 
port to the committee at a subsequent meeting, a com- 
prehensive survey of existing plans and of.the enabling 
acts under which they are operating has been under- 
taken by the committee, with the aid of the State office. 
The purpose is to arrive at a decision as to the ad- 
visability of submitting an enabling act for passage in 
Minnesota. 

It is the opinion of the committee that there is no 
immediate demand for prepaid service in Minnesota at 
the present time but that county societies or groups of 
physicians in urban centers may wish to experiment with 
it within the next two or three years. 

It was decided to secure copies of enabling acts passed 
in other states where prepayment plans are now in ex- 
istence and to appeal, through the monthly News Letter 
to medical men all over the state to study the whole 
matter conscientiously and to find out also whether citi- 
zens in their own communities are interested in the es- 
tablishment of such plans. 

It was also decided to present the question to the 
House of Delegates at the annual meeting in April. 
Enabling legislation is necessary before any prepaid 
service can be offered on a nonprofit basis under medical 
sponsorship; hut the committee will await the decision 
of the delegates as to whether such legislation shall be 
submitted at the next session of the Legislature. 

A. W. Apson, M.D., Chairman 


COMMITTEE ON MEDICAL ECONOMICS 


One issue of medical economics dominated the year 
1943, overshadowing even the medical shortages created 
by war. This was the introduction by Senators Wagner 
and Murray and Representative Dingell of a bill calling 


for inclusion of compulsory government sickness insur- 


Social Security program of the United 
States. The bill was introduced in June. It is now 
lying dormant in committee, with hearings merely 
promised and not held, hung up between tax and soldier 
vote controversies on the one hand, and postwar plans 
on the other. It has, nevertheless, been a live, domestic 
issue and has brought opposition of great magnitude 
from organized medical, dental, hospital and allied 
health agencies, and from other professional and _ busi- 
ness organizations. It has also brought strong factions 
of organized labor into an active counter-campaign; 
and some of these, including both the American Federa- 
tion of Labor and the Committee of Industrial Organi- 
zation groups, are said to have been chiefly responsi- 
ble for the bill. 

More important, perhaps, it has stimulated the coun- 
sels of organized medicine to the creation of better ma- 
chinery for conducting their public relations and to a 
firmer and sounder understanding of their own public 
responsibility. Furthermore, it has forced into sharp 
focus the present status and future prospects of all vol- 
untary medical and hospital insurance plans. 

A brief survey of prepaid medical service plans under 
medical society auspices shows that, while many state 
and county societies are actively concernetl with various 
types of plans. Michigan is the one state in which a 
prepayment plan, initiated and developed from _ the 
ground up, by the state medical association, has attained 
a substantial size. At present it has something more 
than 600,500 subscribers. Most plans, on the other hand, 
showed an increase in membership during the past year 
and it appears that most of them are on a sound finan- 
cial basis, having overcome the mistakes and difficulties 
which arose during their formative period. The Michi- 
gan plan started with a deficit which had grown to 
$493,778 in 1942. By December, 1943, the deficit had 
been reduced to about $150,000. Most of the others seem 
to be paying their way, though with no comparable 
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ance in the 


number of subscribers. The California Physicians’ 
Service is the only other plan showing a large subscrip- 
tion volume. It has passed through several financial 
crises and many alterations necessitated by wartime 
needs; but it is reported to have a beneficiary member- 
ship, now, of 87,670 with a unit stabilization fund of 
$39,299 at the end of September, 1943. 

The tendency among most plans it to limit insurance 
to prepayment arrangements for medical bills while in 
the hospital or to surgical services, alone, while in the 
hospital. This tendency is the result of difficulties, both 
financial and administrative, encountered earlier in com- 
plete coverage plans. 

In Minnesota, group hospital insurance under the 
Minnesota Hospital Service Association has made great 
strides in the last ten years; but the only experiment so 
far initiated by medical organizations in prepaid service 
is the Farm Security Administration plan now operating 
for FSA clients with the approval of the Council and 
co-operation of the medical societies in Morrison, Otter- 
tail and Wilkin counties. A complete report of two 
and one-half years’ experience with this plan is provided 
for the delegates in the report of the Committee on 
Low-Income and Indigent Problems 

The question of whether or not the Minnesota State 
Medical Association should prepare this year to secure 
enabling legislation looking to the development of a 
prepaid medical service plan for Minnesota should be 
discussed thoroughly by the delegates at this session, 
in accordance with the suggestion made in the report of 
the Committee on Sickness Insurance. Whatever the de- 
cision of the delegates on this matter, there is no doubt 
that this is the time to lay a solid foundation for the 
future of medicine in Minnesota. A policy of laissez 
faire with respect to future health needs of our com- 
munities will leave us defenseless and vulnerable in the 
midst of the general striving on the part of all elements 
of the population for social betterment after the war. 

This is the time for every county medical society to 
shape community plans for improvement in facilities and 
services after the war. It is also the time to stretch 
every resource, if necessary, and in spite of wartime 
shortages, to see that no community is without medical 
service now. Let us be sure that no organized demand 
arises out of war conditions which will strengthen the 
case for government intervention in the care of the sick 
in Minnesota. 

The general chairman recognizes their accomplish- 
ments and desires that due credit be given to the divi- 
sional groupings of this Committee. It is they who 
have rendered the service and given the time and study 
to the practical problems presented in these reports. 
They have done their full share in keeping Minnesota, 
thus far, in an enviable position from the standpoint 
of public health and standards of medical practice. 

Georce Ear, M.D., Chairman 


* * * 


Dr. Morse: Your Reference Committee feels that 
again, during the past year, MINNESOTA MEDICINE has 
been an outstanding journal of which we can be proud. 
We wish to express our appreciation to the Editing and 
Publishing Committee, to our editor, Dr. Carl B. 
Drake, and to their business manager, Mr. J. R. Bruce. 
We find their financial report in order and recommend 
approval of the report. 


Dr. Hammes, Chairman: Our editor has just com- 
pleted his 25th year of service as editor of MINNESOTA 
MeEpIcINE and I think he is entitled to a rising vote of 
thanks from this House. He submitted his resignation 
as editor recently, but has been persuaded to remain at 
his post. 


(Dr. Drake was given a rising vote of thanks.) 


Dr. Drake: I am quite overcome. I will admit that 
the last twenty-five years have sped by pretty fast. I 
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took this step of handing in my resignation simply be- 
cause I found, in my experience, that a secretary or 
editor is apt to go on and on until he resigns. After 
twenty-five years I thought my resignation would be in 
order. I feel it should really have been handed in some 
time back. I thank you all for your vote of thanks. 

It was moved, seconded and carried that the report 
be accepted. 


Dr. Morse: The Committee on Industrial and Con- 
tract Practice reports no serious infractions of the code 
of ethics. The report concludes with a statement, as 
follows, which deserves repetition: “The development 
and expansion of such practice (industrial and contract 
practice), when it does not deprive the patient of the 
services of the physician of his own choice for medical 
care, should be encouraged as a contribution to the 
health and welfare of workers, as well as to mainte- 
nance of high production standards.” 


It was moved, seconded and carried that the report 
be accepted. 


Dr. Morse: The report of the Committee on Medical 
Economics ably reviews the developments in this field 
during the past year. In commending this report of the 
general chairman, we again express appreciation for the 
excellent work of the divisional groups of his commit- 
tee. Your reference committee recommends the adop- 
tion of this report. 


Dr. Georce Ear, chairman. The Reference Commit- 
tee has asked me to stress the problems involved in total 
care now being given increasingly to various groups un- 
der government direction, in particular, the obstetric and 
pediatric care now being given to soldiers’ wives and in- 
fants. I believe our consideration should be specific on 
the question of how far government should go in pro- 
viding medical services to the people. I believe our ac- 
tion should be specific, also, in respect to the matters 
reported by Dr. Adson and Dr. Coventry, in the re- 
ports of the Committee on Sickness Insurance and on 
Low-Income and Indigent Problems. I hope they will 
discuss their problems, too, and that you will give them 
careful attention. 


Dr. Morse: It is my understanding that the commit- 
tee which is dealing especially with the problem of 
medical care for soldiers’ wives and infants is holding 
an open meeting in the University club rooms tonight. 
Anyone who is interested will have a chance to appear 
before that committee. 

It was moved, seconded and carried that the report 
of the Committee on Medical Economics be accepted. 


Dr. Morse: The Committee on Low-Income and In- 
digent Problems reports in detail the experience, to 
date, in prepaid medical service now in operation in 
three counties under the Farm Security Administration. 
This report is of vital interest to all of us and should 
be studied by the membership. The last portion deals 
with the difficult problem of medical service for migra- 
tory workers, a problem which we hope can be solved 
with credit to the medical profession. Dr. Coventry and 
his committee are to be commended for this excellent 
report and your Reference Committee reconimends its 
adoption. 

It was moved, seconded and carried that the report 
be accepted. 


Dr. Morse: The report of the Committee on Sickness 
Insurance deals principally with the question of whether 
or not the next Legislature should be asked to pass an 
enabling act so that prepaid medical service may be 
offered on a nonprofit basis under medical sponsorship 
in Minnesota. The committee wishes to submit this 
question to the House of Delegates at this meeting. 


854 


Because the Legislature meets only once in two years 
and because any emergency might arise when it would be 
necessary to have such legislation in force, your Refer. 
ence Committee urges the membership to give favorable 
attention to this question and recommends adoption of 
the report. 


Dr. Anson, chairman: We often hear it said, “If we 
are opposed to having the government establish insur- 
ance for medical services, why don’t we do something 
about it, ourselves?” 

There are now a number of states experimenting 
with prepayment plans for medical services, but, in or- 
der to undertake such programs, it is necessary to have 
an enabling act which will permit development of the 
plan on a nonprofit basis without the customary finan- 
cial requirements of commercial companies. 

At the present time, it does not appear to be neces- 
sary to start any such plan in our own state; but the 
question has arisen in our committee as to whether or 
not we should be prepared with permissive legislation, 
in case it should be necessary and desirable for groups 
in individual cities, or even for the state as a whole, to 
organize a plan when the war is over and employment 
is reduced. 

I don’t believe any members of the committee feel 
that the need is urgent at the present time. But if noth- 
ing is done in the next Legislature, it will be impossible 
to do anything for more than two years; and the state 
organization may be open to criticism if it has not taken 
the necessary steps in advance, if some group here 
wishes to organize, say three years hence. That is the 
reason why we have urged that this question be dis- 
cussed by this House of Delegates now. 


SPEAKER WiLL: It seems to me that there should be a 
free discussion of this matter by the delegates. 


Dr. Socce: Of course I live in a rural community 
and I doubt very much if we would be affected; but if 
a depression comes, as it possibly will, will the people 
who need protection have enough money to pay the 
premium: On the other hand, a great number of people 
are now carrying sickness and accident insurance and it 
apparently works we'l. If there are communities and 
groups in the association who feel it may be necessary 
they should try to see that there is an Enabling Act 
passed. They could bring their bill to the Council and 
let the Council pass on it. Then the Council will give the 
Committee on Public Policy instructions. 


SPEAKER WiLL: Dr. Sogge, perhaps some of the 
Council members themselves may feel they would be 
“sticking their necks” out under that procedure. It seems 
to me that this is a problem which this House of Dele- 
gates should discuss, as well as the Council. Judging 
from past history, we are headed for a depression; 
and this problem is going to be acute again within the 
next five years after the war ends. 


Dr. Drake: It seems to me that one of the most im- 
portant things the profession has before it, at the pres- 
ent time, is the need for insurance to cover the cost of 
catastrophic illness, hospital illnesses for the most part. 
The occasional call of a general practitioner during the 
year is not a source of financial embarrassment for the 
average family; but doctor bills running to several hun- 
dred dollars are important. I wonder if the committee 
has made a survey of commercial policies in use at the 
present time. I know several are available and some in 
Minnesota. My barber has one which provides a certain 
amount of money in case of certain operations. I un- 
derstand that down in the South, many of the colored 
people contribute 25 cents a week to a sickness fund 
which totals a contribution of twelve dollars a year. 
Personally, I have the feeling that this sort of insur- 
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ance should be carried by the insurance companies 
rather than the doctors; it would be a better business 
proposition. I haven’t so very much faith in the ability 
of doctors to run a business enterprise like an insurance 
business. But it occurred to me that commercial policies 
might be pushed through the Medical Association and 
it might be a very valuable thing. 


Dr. Morse: I would like to know from Mr. Brist 
if my impressions are correct. It is my understanding 
that an Enabling Act passed by the Legislature does not 
in any way entail an obligation to carry through any 
actual insurance scheme. The reason for passing an 
act at the next Legislature is merely to have it on the 
statutes so that we will have the necessary legal backing 
if we find it necessary or desirable to act. 

(Mr. Brist was not present to answer the question.) 


Dr. Apvson: I believe that is the situation. It is a 
matter of legal protection. In the second place, it is 
rather a good public gesture because it shows that the 
profession is taking steps to meet the situation without 
waiting for the federal government to force insurance 
down our throats. 


Dr. F. H. Dusse, New Ulm: Dr. Adson made the 
statement that several states have such acts. I believe 
Michigan is one. I wonder if he would name the others. 


Dr. Apson: There are a number of them, I believe, 
including Michigan, Massachusetts, New Jersey, Penn- 
sylvania, Wisconsin and California. 


Mr. RosEtL: There are sixteen in all, I think. 


Dr. Apson: You would have been surprised at the 
interest shown by the doctors who attended the con- 
ference on prepayment plans for medical service held in 
Chicago in February. The conference was very well 
attended. It is true that our Council advises our Com- 
mittee on Public Policy relative to legislative matters. 
But an act of this sort is one that affects everybody 
and I think delegates from all parts of the State should 
express themselves as an aid to the Council. If you 
delegates think there is no need for such an act, that 
will relieve the burden of the sickness insurance com- 
mittee, as well as the Council and Dr. Sogge. That is 
the easiest way out, of course. But we wouldn’t like 
to have you come back to us in three years and say, 
“Why didn’t you see that legislation was put on the 
statute books long ago?” 


Dr. F. J. Hirscusoeck, Duluth: As a member of 
the Committee on Sickness Insurance, I believe an En- 
abling Act would be a good thing and show a proper 
interest on the part of the profession. There is a good 
deal of work to be done before anything concrete can 
be offered. There are many overlapping ideas and types 
of insurance offered now. There would have to be 
some integration in a whole plan. 

They have had a plan in Superior, Wisconsin, I un- 
derstand, and it was a failure. They couldn’t get 
enough subscribers to make it worth while. Perhaps 
Dr. Kurten could give us some information about Wis- 
consin experiences. : 


_ Dr. Kurren: It is true that we had three failures 
in prepayment plans in Wisconsin. We are now working 
on a rather ambitious plan for some 800 employes in a 
pressed steel plant. The Milwaukee society petitioned 
the Council for permission to start it at our last meet- 
ing. They began to sell the program about November 
15 last year and worked very diligently at it. Members 
of the society put on overalls and’ asbestos clothing and 
went out to where the men were working at their ma- 
chines to sell the plan, a very hazardous undertaking. 
But at the last meeting, which was held in March, they 
reported only 147 contracts sold. Now mind you, the 
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pressed steel people themselves petitioned the Milwaukee 
society to start the program and yet, when the plan was 
available, only 147 out of 800 subscribed. That empha- 
sizes one thing, the demand is not anywhere near as 
great as people would have you think. The Milwaukee 
group realizes that more money is needed to keep the 
organization going and so they are meeting with our 
Council this week end to ask for permission to extend 
the program to other plants. I hope the permission will 
be granted them; but I think one thing stands out 
prominently in our experience, that state society control 
is important in any program instituted by medical 
organizations. If plans are run on a county level, they 
run into difficulty, as we have in Milwaukee. The Mil- 
waukee plan was run on a local basis as an experiment 
for a year and now it has been turned over to the state 
society. We recognize that it will not work if it is 
run on a local level. As Dr. Drake has remarked, it is 
a question whether doctors should embark on such un- 
dertakings at all. Certainly, if they have to use pressure 
to sell people, it unsells much of the attitude which we 
have tried to create, the attitude that people should take 
care of themselves. If they want to buy insurance, it 
should be available for them, of course; but some of 
us feel they should buy it from the insurance companies 
and it is not too important to have medical societies 
doing it themselves. However, if you do not have an 
Enabling Act, I believe you should have one, because 
things may start to move rapidly and you may find your- 
selves without the implements to do a job. As your 
chairman has said, there are already medically sponsored 
plans in many states; if you people in Minnesota do not 
have the machinery to keep pace you may regret it. 


Dr. Burnap: I attended the conference Dr. Adson 
mentioned and I can’t help being impressed with the 
fact that some form of prepayment for medical care is 
desirable. I believe we should prepare ourselves for 
positive action because the great criticism in Washing- 
ton is that we send men down there and oppose the 
Wagner Bill and also we oppose everything else. What 
do we favor? That is the big question. The Council 
doesn’t want to initiate any such action as this. Let the 
House of Delegates take the original action. I believe 
the committee has made a wise suggestion because there 
are difficult times coming but you delegates should take 
some stand. 


Dr. SLATER: May I ask whether the Milwaukee pol- 
icy embraces surgery or total coverage and what the 
premium is? 


Dr. Kurten: It covers surgery only, plus treatment 
of minor injuries in the doctor’s office up to $10.00. The 
premium is $1.50 a month for single individual, up to 
$2.70 for a family. 


A Memper: I wonder if Dr. Adson and the others 
were impressed with the crusader attitude of the people 
who were advocating these plans at the Chicago con- 
ference. It was my impression that they were trying to 
put over something that had some attraction from a 
business standpoint instead of emphasizing the public 
need and I don’t think that is healthy. 


Dr. D. E. MorenEApD, Owatonna: At Owatonna we 
have several factories all of which carry insurance for 
their employes whether the disability is an injury at 
work or something else. Practically 100 per cent of the 
employes have it and it costs something like $12.00 a 
year. That is nice; but the problem is, who is going to 
pay for it. In these companies there is a great big 
policy. But outside of such companies, the problem is, 
how is the worker to pay for it? 


Dr. SLATER: What is the limit on surgical fees in 
the Milwaukee Plan? 
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Dr. Kurten: The maximum for any operation is 
$150 but they operate on a regular fee schedule. The 
money is paid to the doctors direct and the service po- 
tentiality of the society is the capital stock of the plan. 


I think this matter of insurance in industries, which 
the gentlemen just mentioned, is important. Economic 
advisers to industry are advising that industrial man- 
agement arrange insurance plans and urge their em- 
ployes to join. You see, some of the approach to this 
type of thing is coming from other soures than gov- 
ernment. 


Dr. MoreHEAD: I believe the government is allowing 
income tax deductions for insurance bought for em- 
ployes. If the government does not change that provi- 
sion perhaps more employers will carry insurance for 
employes. That might be one approach. 


Dr. R. R. CraANMER, Minneapolis: I have been inter- 
ested in this matter for a number of years. Our Henne- 
pin county economics committee studied the problem for 
a period of five or six years and made considerable 
progress. We collected as much information as we 
could and developed a policy. Then we came up against 
this question of enabling legislation and came to a stop. 
In the meantime, however, we had sent out a question- 
naire to all the members of the Hennepin society, asking 
their opinion. Practically all of them favored it then, 
and they favor it now. I think we shall be missing an 
opportunity if we fail now to get this enabling legisla- 
tion through. 

There being no further discussion, Speaker Will called 
for a motion. 


Dr. CRANMER: I move that we go on record as favor- 
ing the passage of an Enabling Act in the next Legisla- 
ture that will put us in a position to proceed with plans 
for prepayment medical service. 


Dr. S. H. Baxter, Minneapolis: I would like to 
amend Dr. Cranmer’s motion to include a specific man- 
date to prepare a bill which can be presented to what- 
ever authority of the association is necessary to that we 
can be prepared with something to present to the Legis- 
lature next year. 

Dr. Cranmer accepted the amendment and the motion 
as amended was seconded and carried. 


Dr. Morse: Next is the report of the Medical Ad- 
visory Committee. Realizing that reports from this com- 
mittee regarding malpractice cases threatened or started, 
must necessarily be incomplete, your Reference Com- 
mittee feels, nevertheless, that a short statistical report 
of cases and their conclusions would be of interest to the 
membership. This committee is of great importance to 
the membership and we wish to express our appreciation 
for their work. Your Reference Committee recommends 
the adoption of this report. 

It was moved, seconded and carried that the report 
be accepted. 


. 


Dr. Morse: The Committee on Medical Ethics re- 
ports no recorded lapse in medical ethics during the nast 
year by members of the state association. Your Refer- 
ence Committee notes with pleasure this improvement 
in professional manners and recommends adoption of 
this report. 

It was moved, seconded and carried that the report 
be accepted. There being no unfinished business, Speak- 
er Will then called for néw business to come before 
the delegates and Dr. Cranmer presented the following 
resolutions. 
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RESOLUTIONS 


WHEREAs, in response to widespread demand from the medi. 
cal profession of the United States, the House of Delegates 
of the American Medical Association created a Council on 
Medical Service and Public Relations, and this Counci! has 
established an office of information in Washington, D. C., and 


Wuenreas, the movement to create this Council and establish 
this office originated with and was directed by physicians jn 
this territory, and 


Whereas, Dr. Willard L. Burnap, as: Secretary and as 
President of the National Conference on Medical Service and 
as Chairman of the Council of the Minnesota State Medical As. 
sociation, gave valuable and aggressive support to this move- 
ment not only within this state but among medical leaders from 
all sections of the country, and 


Wuereas, Dr. Alfred W. Adson as a member of the House 
of Delegates of the American Medical Association and as a 
member of the Council on Medical Service and Public Relations 
gave resolute and resourceful leadership to this movement and 


successfully and courageously carried it to completion, and 


Wuereas, Dr. William F. Braasch, a member of the Board 
of Trustees of the American Medical Association, through his 
diplomatic presentations, was instrumental in gaining the nec- 


essary support of the Board, essential to the success of this 
movement, 


Now THererore Be Ir ReEsoLvep, that the House of Delegates 
of the Minnesota State Medical Association, speaking for the 
medical profession of this state, recognize the exceptionally meri- 
torious services of Dr. Burnap, Dr. Adson and Dr. Braasch, 
acknowledges its indebtedness to them for their unselfish and 
tireless devotion to this project and warmly commends Dr. Bur- 
nap, Dr. Adson and Dr. Braasch for their outstanding efforts 
in behalf of the profession. 


Wuereas, the medical profession of Minnesota notes with 
great satisfaction that the Council on Medical Service and Pub- 
lic Relations of the American Medical Association has estab- 
lished an information office in Washington, D. C., and 


Wuereas, this forward step is in line with the expressed 
desires of the vast majority of ‘the medical profession, not only 
in Minnesota but throughout the country, and 


Wuenreas, establishment of this office, in the opinion of the 
medical profession of Minnesota, holds promise of vastly im- 
proved public relations for medicine and for re-establishment of 
the prestige and good opinion to which the profession is entitled 
by accomplishment and public service, 


Now Tuererore Be It Resotvep, that the House of Dele- 
gates of the Minnesota State Medical Association, in annual 
session, April 12, at Rochester, warmly commends the action of 
the Council on Medical Service and Public Relations and re- 
affirms its confidence in this representative, progressive body, 

Anp Be Ir Furtner Resotvep, that this House of Delegates 
commends the Board of Trustees of the American Medical Asso- 
ciation for its moral and financial support of the Council which 
has implemented the Council’s action, 

Anp Be Ir Furtuer Resotvep, that this House of Delegates 
instructs its Secretary to spread this Resolution on the minutes 
of this meeting and to forward copies to both the Council on 


Medical Service and Public Relations and the Board of 
Trustees. 


* * * 


The Speaker referred the resolutions to a Committee on 
Resolutions composed of the following members: Dr. 
F. J. Hirschboeck of Duluth, Dr. A. M. Watson, Royal- 
ton, and Dr. R. W. Morse of Minneapolis, chairman. 


There being no further new business the meeting 
adjourned to be reconvened at 8 p.m. 
(To be concluded in November issue) 
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Minnesota Academy of Medicine 


Meeting of April 19, 1944 


The regular monthly meeting of the Minnesota Acade- 
my of Medicine was held at the Minneapolis Club 
on Wednesday evening, April 19, having been post- 
poned one week because of the meeting last week of 
the Minnesota State Medical Association. Dinner was 
served at 7 o’clock and the meeting was called to or- 
der at 8:15 by the President, Dr. Walter E. Camp. 

There were forty-three members and three guests 
present. 

Minutes of the March meeting were read and ap- 
proved. 

The scientific program followed. 

Dr. Martin Nordland, Minneapolis, reported the fol- 
lowing case in which the diagnosis seemed to be in 
doubt. Lantern slides of x-ray films and colored 
slides were shown. 


uw 


REPORT OF CASE 
MARTIN NORDLAND, M.D. 
Minneapolis, Minnesota 


This report is about a farmer, twenty-four years 
of age and married, who came to us on November 1, 
1943, thinking that he had a goiter because he had a huge 
severe swelling on his neck. He related that this swell- 
ing had come out rapidly and was present over a 
period of four months. He had attended a dance about 
four months ago where he perspired freely and the 
next day his neck was conspicuously swollen. There 
was a gradual increase in the size of the mass until 
about one week before his appearance at the office 
when the neck became so large that he found it diffi- 
cult to breathe and he could not turn his head. He 
was admitted to the Northwestern Hospital. The gen- 
eral physical picture was that of a young, healthy-look- 
ing male, 6 feet 1 inch tall, weighing about 190 pounds. 
He found it difficult to lie down because of the embar- 
rassment to breathing and he had a mild cyanosis of the 
face and neck. There was a conspicuous pulsation of 
his jugular veins associated with a diffuse enlarge- 
ment of the anterior part of the neck. There was 
a redness to the skin over the swelling and marked 
tenderness of the entire mass, which had a tense firm 
feel. His temperature was normal, pulse 112, and his 
complete blood picture was normal. 


X-ray examination of the chest and neck on No- 
vember 2, 1943, following admission, showed a marked 
edema of the tissues of the neck with anterior dis- 
placement and compression of the trachea. The car- 
diac shadow showed an enlargement that suggested the 
possibility of a pericardial effusion. Supplementary 
films of the chest and abdomen were made on No- 
vember 6, 1943, which showed an increased penetra- 
tion, a double density over the heart shadow which 
suggested a large tumor in this area. There was also 
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a marked enlargement of the liver shadow. There 
was some widening of the mediastinum. Because of 
this widening, the shadow seen through the cardiac 
shadow, and the obstruction of the venous return 
through the superior vena cava, the roentgenologist 
felt that the findings were those of a mediastinal tu- 
mor, probably of sarcomatous origin. During these 
few days in the hospital the upper extremities began 
to swell. The arms became very large, the patient 
could not move them, and he could not close his 
hands. Much pain accompanied this change, and the 
patient was compelled to sit in a chair all the time. 
He became very cyanotic and had severe choking 
spells. He was seen by Dr. H. L. Ulrich, Dr. T. 
Lowry and by Dr. E. T. Bell. 


The patient continued to be very uncomfortable for 
several days. X-ray treatments were being adminis- 
tered, as will be reported by Dr. C. O. Hanson. On 
November 5, a gland was removed from the right 
axilla. This was done with considerable difficulty 
because the patient could not raise his arm. The 
specimen under the microscope revealed nothing more 
than an inflammatory lymph node. On November 22, 
an x-ray film was made. The patient had improved 
considerably. The roentgenologist reported that some 
fluid remained in the right pleural cavity and that 
there was a marked decrease in the size of the me- 
diastinum. He expressed the opinion that the findings 
were associated with a mediastinal tumor and that 
there was probably a small amount of fluid in the 
pericardium. 

The patient left the hospital but returned for treat- 
ments, and on December 4, the x-ray examination re- 
vealed mediastinal shadow to be about normal in size 
and all the fluid in the pericardium and both lungs 
had disappeared. On January 4, the patient returned 
for more treatment, and the x-ray picture of the chest 
showed a further decrease in the size of the cardiac 
shadow. The mediastinal shadow was within normal 
limits as to width, and there was no evidence of paren- 
chymal infiltration. At this time, the patient de- 
veloped a peculiar conjunctivitis associated with a 
small tumor. He was referred to Dr. W. E. Camp, 
who will describe the mass. X-ray treatment of this 
local disturbance was followed by immediate disap- 
pearance of the mass. 

Early in March, the patient returned to the hos- 
pital with swelling in the region of the right latissimus 
dorsi muscle. This was treated by x-ray; as Doctor 
Hanson will report, the swelling disappeared rapidly. 
Film of the chest on March 27 revealed a practically 
normal chest. 

This patient is presented because of the severity of 
his early symptoms and because of his excellent re- 
sponse to x-ray therapy. Up to this- point, no defi- 
nite diagnosis has been made, and it might be fitting 
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to name this tumor a “phantom tumor.” He was so 
severely ill on his entrance to the hospital that Doctor 
Bell was called for an ante-mortum examination so 
that comparison might be made for the post-mortum. 
Doctor Ulrich and Doctor Lowry, as well as Doctor 
Bell and Doctor Hansen, will discuss this case. At the 
present time, the patient seems to be in excellent con- 
dition with no evidence of the disturbance for which 
he presented himself. 


Discussion 


Dr. H. L. Utricu, Minneapolis: I saw this patient 
soon after he entered the hospital and our diagnosis 
at that time was mediastinal tumor pressing on the su- 
perior vena cava. He had a very hard thyroid suggest- 
ing tumor of the thyroid. It was also thought the hard 
thyroid and the mediastinal mass might be related. My 
impression was that the mass in the right chest was 
part of the mediastinal mass, and that the heart had 
no fluid in it but was pushed over. The same right- 
sided mass was pushing down the liver and embarrass- 
ing the superior vena cava. I had not seen the end 
results of the mediastinal clearing until this evening. 
If this was a tumor mass I don’t see how it could 
have disappeared as it apparently has. 


Dr. THomMAs Lowry, Minneapolis (by invitation) : 
I saw this patient at Dr. Nordland’s request during Dr. 
Ulrich’s absence from the city. As has been clearly 
brought out, the boy presented classical evidence of 
superior vena cava obstruction. One or two additional 
points should be mentioned which indicated to me that 
the picture could not have been caused by a simple 
pericardial effusion. First of all, a hard mass extended 
up from behind the sternum into the base of the neck 
in the region of the thyroid gland. This produced marked 
dullness on percussion over the manubrium sterni and 
was so large and solid that it held the patient’s head 
rigid. If he attempted to flex his neck, this movement 
caused choking. There was also a severe dry brassy 
cough. Moreover, I believe one of the x-ray films which 
have been shown indicates compression of the trachea 
in the neck. These facts, together with the dramatic re- 
sponse to deep x-ray therapy are, I believe, clearly 
indicative that this is a case of malignant lympho- 
blastoma. There was a secondary pleural effusion on 
the right, and there may have been some pericardial 
effusion as well, but, if so, it was apparently a result 
of the neoplastic process. 


Dr. Water E. Camp, Minneapolis: I first saw this 
boy in the hospital with Dr. Nordland, with this enor- 
mous swelling in the neck; and again on January 13 
when he came in the office complaining of bulging of 
the right eye and diplopia. Slide 1 shows the proptosis 
of the right eye which measured about 2 mm. The 
next slide shows the infiltrate over and in the external 
rectus, producing a limitation of adduction with diplo- 
pia and 16 degrees of esophoria. A biopsy of this in- 
filtrate showed it to be made up of hyperchromatic 
lymphoid cells resembling those seen in leukemia. He 
was seen again March 21, 1944, after irradiation, and 
the proptosis and diplopia and infiltrate had all disap- 
peared. Esophoria was 3 degrees and vision normal. 


Dr. Cyrus Hansen, Minneapolis (by invitation) : 
This very interesting patient was shown to me first 
by Dr. Nordland on November 2, 1943, and I have 
nothing to add to the description of the case as already 
given. 

Our conclusions from the x-ray findings at that time 
were obstruction to the venous return especially through 
the superior vena cava. The widening of the mediasti- 
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num we thought was due to tumor, most probably one 
of an infiltrating type in the mediastinum rather than 
a truly nodular one. We felt that a portion of the en- 
largement of the cardiac shadow was due to a peri- 
cardial effusion. We tried to get Dr. Rigler on record 
at the time by presenting the case at the University 
Hospital X-ray Conference but he happened to be out 
of the city at that meeting. 

I was asked to see the patient especially with respect 
to the advisability of x-ray therapy and it was with 
considerable hesitation that I undertook treatmeni as 
I felt he was almost in extremis. In*this area a fairly 
common reaction to radiation is increased edema of 
the tissues which sometimes even necessitates traclheo- 
tomy. I, therefore, very cautiously on November 8 
1943, gave 25 r. over the upper mediastinum and chest 
which produced no ill effects and on the following 
day gave 40 r. and was slowly able to increase the dose 
so that by November 20 he had had approximately 500 
roentgens to the mediastinum. At the same time there 
had been a gradual progressive improvement in the 
patient’s condition and additional treatment was con- 
tinued until December 4, when he was discharged 
from the hospital. At that time he was able to be 
up and around and could lie down flat without dis- 
tress. 

The patient returned to the hospital on January 5, 
1944, at which time he had a slight proptosis of the 
right eye and complained of diplopia, and, when the 
eye was turned inward, a definite area of infiltration 
could be seen beneath the sclera about at the insertion 
of the external rectus muscle. We referred the pa- 
tient to Dr. Camp and he has discussed his findings. 
Between January 28 and February 2, 1944, he had four 
x-ray treatments to this orbit, total dosage being 500 
roentgens and there was a prompt recession of the 
eyeball and clearing of the diplopia. 

This man was next seen on March 27, 1944, at which 
time he stated he was feeling fine but his wife had 
noticed a swelling along the left lumbar muscle. There 
was a soft, definite tumor mass present approximately 
8 to 10 cm. wide and 12 to 15 cm. long and seemed 
to be in the subcutaneous tissues. There were also a 
few small glands in the left posterior axillary region. 
These were given treatment between March 27 and 
March 31, 1944, and there was some regression during 
this time. 


Dr. E. T. Bete: 


Did you treat this mass on the 
back? 


Dr. HANSEN: did treat the mass and, in view of 
the discussion this case has aroused, I should have ad- 
vised biopsy. I have seen one or two patients previously 
who have had widespread involvement by tumor tissue. 
One in particular was seen at the University Hospital 
about 1930, who presented himself with a marked pleural 
effusion, a small amount of abdominal fluid, and a 
tumor mass in the pelvis which had partially obstructed 
the rectum. This tumor melted away on small doses 
of x-ray therapy, recurred from time to time in vari- 
ous parts of the body, but this patient is still alive and 
I do not believe has had treatment for several years. 
During the time I saw him, he could not be talked 
into a biopsy and consequently we do not know the 
exact nature of that tumor. 

In view of the discussion as to the leukemic aspect 
of this picture, I do not recall that there was arv 
change in the blood picture. I wonder if Dr. Nord- 
land will be kind enough to check this from the 
patient’s hospital chart. 


Dr. E. T. Bett: Dr. Nordland called me in to see 
this patient. The axillary lymph node which I exam- 
ined showed no malignant process. There was only a 
moderate hyperplasia of the node. The biopsy which 
Dr. Camp took from the conjunctiva shows infiltration 
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of lymphocytes which is consistent with leukemia but 
might be due to some simple inflammatory reaction. 
It is not conclusive. There is no evidence from a patho- 
logical point of view as to what this patient might 
have had. His neck showed a massive edema some- 
thing like Ludwig’s angina. There was enormous edema 
of the upper extremities and also marked pitting edema 
of the legs and ankles. He obviously had obstruction 
of the superior and inferior vene cave. He had a 
wide upper mediastinum. He had a consolidation in 
the right lower chest which was convex upwards and 
I thought it was consolidation of the lung. The fact 
his superior vena cava was compressed some time be- 
fore the inferior vena cava showed compression, sug- 
gests a mediastinal tumor rather than a pericardial ef- 
fusion. I thought he had a_ mediastinal tumor but 
when Dr. Rigler pointed out the distended pericardium 
my diagnosis was weakened. On the basis of a simple 
pericardial effusion, we cannot explain the tumor on 
his neck. We have no positive pathological diagnosis. 
No diagnosis is established with certainty. If he had 
a malignant lymphoblastoma the response to irradiation 
is almost miraculous, yet such responses do occur oc- 
casionally. 


Dr. Leo Ricter: I can speak about this quite with- 
out prejudice and probably without wisdom, as I think 
I am the only discussant who did not see the patient 
himself, I was very much impressed with the striking 
change in the size of the heart. I think the shadow 
at the right base was due to pleural effusion. This man 
had obstruction of both the superior and inferior vene 
cave. It is very hard to explain obstruction of the 
inferior vein on the basis of mediastinal tumor. As 
all of you noticed, the heart is quite small in the last 
film. It seems to me this might be explained still on 
the basis of some rather extraordinary type of peri- 
cardial effusion which produced pleural effusion, and 
produced obstruction of the superior vena cava. Some 
tumors do respond to extremely small doses of x-ray, 
as Dr. Hansen and Dr. Bell have said. It is very diffi- 
cult for me to explain the diminution in the size of 
the liver from x-ray treatment over the neck and 
upper mediastinum. Might not this well be some type 
of extremely radio-sensitive lymphomatous process 
which had invaded the pericardium, producing a peri- 
cardial effusion as well, with the other abdominal and 
pleural changes resulting from a tamponade? 


(Some one asked if it might be a thymus affair.) 


Dr. RicLer: While the enlarged thymus of the in- 
fant.is very susceptible to x-ray treatment, thymoma 
is not nearly so susceptible and would not likely re- 
spond in this fashion. 


Dr. R. G. Attison, Minneapolis: I would like to ask 
Dr. Camp—does anything but lymphatic leukemia metas- 
tasize to the conjunctiva? 


Dr. Camp: That is the most common infiltrate that 
is seen, but any kind of lymphoid tumor can occur in 
this region. 


Dr. Ertrinc E. Hansen, Minneapolis: My thesis 
before this Academy was on “The Eye Lesions in Leu- 
kemia,” and I mentioned the case Dr. Allison reported 
on some years ago. Very recently we had a patient at 
the dispensary who had exactly the tyne of muscle 
change, as much as I could see in Dr. Camp’s photo- 
graph, as the patient under discussion. We have photo- 
graphs of the patient who has a lymphogenous leu- 
kemia. There were exactly symmetrical lesions in 
both superior recti muscles. The case I reported most 
in detail was a youngster with proptosis whose blood 
was negative at the time of first examination of the 
patient. I told our fellows to keep after the blood 
picture, which later showed typical changes. It was a 
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case of chloroma. When we find involvement of the 
eye muscles with this type of picture we are almost 
sure to find eventually that there is a leukemia. 


Dr. H. W. Grant, St. Paul, gave a lantern slide talk 
on “Senile Changes in the Eye,” and showed slides of 
various conditions. 


The meeting adjourned. 
Ertinc W. Hansen, M.D. 
Secretary 


POSTWAR PREVIEW 


Historians divide history into epochs and eras and 
with one bold stroke date these eras. But, in reality, 
there is no clear-cut dividing line. The historians- of 
this struggle will doubtless ring down the curtain on 
the war period the day peace is signed. From then on 
they will speak of the postwar era. But in the lives of 
people, history often doesn’t happen tike that. Already 
many families and some communities are in the postwar 
era. When a man is discharged from the armed forces 
and comes home to his family, the war is pretty much 
over for him and his family. They must now face their 
postwar problems of readjustments. As certain war 
industries shut down or convert to peacetime work, 
leaving whole communities in the grip of * sudden 
change, those who are affected by this action are living 
in the postwar era and must make their adjustments. 

As a Nation, we can learn much about the adjust- 
ments that these families are making during the war 
period and we can apply this knowledge on a larger 
scale when the peace is signed and the men come 
home by the millions. But that will not help the individ- 
uals and families who are now faced with this problem. 

Those of us concerned with the coming of babies 
into families must be concerned with the postwar ad- 
justment of those families. 

Men and women in the armed forces have been see- 
ing the world, participating in great historic events, 
living under intense excitement. When many of them 
take off their uniforms they will also take off more 
authority than they ever hope to exercise again in all 
their lives. This over-stimulation makes for family 
problems of the utmost complexity. Eduard C. Linde- 
man of the New York School of Social Work recently 
said, “War not only destroys and damages property, it 
also destroys and damages people.” He declared that 
war marriages were a tremendous risk since the normal 
period of adjustment becomes in wartime “a period 
of separation,” in which the husband and wife, have 
completely different types of experience. He warned 
that unless preventive work were done, crime and delin- 
quency would be worse after the war when the discipline 
of war suddenly breaks. It is in this realm of family 
living that the relationship of health to the other aspects 
of human welfare are brought into the sharpest focus. 
—Briefs (Maternity Center Association, New York) 
June, 1944. 


WHOOPING COUGH VACCINE 
GETS OFFICIAL APPROVAL 


Vaccinating babies and small children against whoop- 
ing cough will probably become a more popular pro- 
cedure now that three kinds of whoop‘ng cough vac- 
cines, the Sauer, the Kendrick and Eldering, and the 
Harrison and Bell, have been officially approved by the 
American Medical Association. 

“Significant protection” in the way of either escap- 
ing the disease altogether or having a less severe attack 
is conferred by modern vaccines, Dr. Harriet M. Felton 
and Miss Cecelia Y. Willard, of Philadelphia, report 
(Journal, American Medical Association, Sept. 30). 
Their report reviews many studies made by various 
scientific groups.—Science News Letter, October 7, 1944. 
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. Of General Interest + 





Dr. Ben Sommers of Saint Paul has announced the 
removal of his offices to 1232 Lowry Medical Arts 
Building, with practice limited to internal medicine. 

+ * * 

Dr. James Hayes, formerly of Minneapolis, has been 
appointed Assistant Professor of Surgery at the Col- 
lege of Medical Evangelists, Los Angeles, California. 

* * * 

Sympathy is extended to Dr. F. C. Dolder of Eyota, 
Minnesota, whose wife died September 18 as the result 
of a heart ailment. 


* * * 


Dr. R. D. Hanover of Littlefork has returned to his 
office following an appendectomy which he underwent 
in September. 

x * * 


Dr. Robert Watson of Royalton has been appointed 
resident physician at Miller Hospital, Saint Paul. He 
completed his internship and received his M.D. degree 
at the University of Minnesota in September. 

* * * 


Dr. James L. Lynch of Winona, who received his 
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M.D. degree from the University of Minnesota in 
August, has been awarded a three-year fellowship in 
dermatology at the Mayo Clinic, Rochester. 

* * * 


Dr. E. M. Hammes of Saint Paul will give the 
President’s Address at the annual meeting of the Central 
Neuropsychiatric Association, which will meet in Chica- 
go, October 31. 

x * * 

Lt. John A. Knights, U. S. Navy, formerly practicing 
at Bemidji, Minnesota, recently visited Bemidji on a 
fifteen-day leave. He has been in New Guinea for 
the past twenty-one months and is now at the Great 
Lakes Station awaiting re-assignment. 

*x* * * 


Marine Lieutenant Alvin Nielsen, formerly a prac- 
ticing physician and surgeon in Northfield, Minnesota, 
was listed among those wounded in the Seuth Pacific 
in a news broadcast from the Associated Press in Sep- 
tember. 

*x* * * 


Dr. Warren Alfred Bennett, member of the staff 
of the Mayo Clinic in the pathology section, has been 
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ordered to active duty in the Army Medical Corps, re- 
porting at Carlisle Barracks, Pennsylvania, October 5. 
He has received the commission of First Lieutenant. 


* * * 


Dr. A. V. Fankboner, who has had charge of the 
Range Hospital at Buhl for the past eight years, 
accepted the position as head of the medical depart- 
ment of the Walter Butler Shipbuilding Company, 
with offices at the Riverside yard, effective September 
15. 

* * * 

Drs. W. A. Fansler and James K. Anderson took 
part in the August 22 session of the regular continua- 
tion course at the Station Hospital, Fort Snelling, Min- 
nesota. Their respective subjects were “Diagnosis and 
Treatment of Certain Rectal Diseases” and “Treatment 
of Hemorrhoids.” The program on September 5 con- 
sisted of case presentations and discussions by members 
of the staff and a paper on “Treatment of Ureteral 
Calculus” and a discussion of other urological prob- 
lems by Dr. Frederic E. B. Foley. 


* * * 


Captain Harlan Alfred Alexander of Minneapolis has 
been awarded the Bronze Star Medal “for heroic 
achievement” in military operations against the Japanese 
on Attu Island in May, 1943. His citation follows: 


“Captain Harlan A. Alexander, Medical Corps, United 
States Army. For heroic achievement in connection with 
military operations against the enemy on 16 May, 1943, 
during the Attu Operation. After a furious battle, an 
infantry company was forced to withdraw under with- 
ering enemy fire, leaving five casualties which had not 
yet been evacuated. After the withdrawal, Captain 
Alexander, with complete disregard for his own safety, 
three times led a small group of aid men up a moun- 
tain and successfully evacuated five wounded men, 
although the entire route was over enemy terrain 
His courageous action was an inspiration to the men of 
the battalion and resulted in saving the lives of three 
of tke five wounded soldiers. His courage, coolness 
under fire, and disregard for his personal safety reflect 
great credit: upon himself and the military service.” 


* * * 


Dr. Byron B. Cochrane interned at the Miller Hos- 
pital, Saint Paul, and practiced in Saint Paul for a few 
years before entering the service in February, 1942, as 
First Lieutenant. Dr. Cochrane, since receiving the 
following citation, has become a Lieutenant Colonel: 


Major Byron B. Cochrane, 0369227, Medical Corps, 
United States Army. For meritorious service in con- 
nection with military operations against the enemy from 
30 January to 8 February, 1944. During the training 
stages for the Kwajalein Operation, Major Cochrane 
devised new and ingenious methods for the treatment 
and evacuation of casualties. His untiring effort and 
devotion to duty resulted in a superior organization pre- 
pared to handle all casualties in the most efficient man- 
ner. During constantly changing situations and nu- 
merous attacks he displayed great zeal and _ initiative 
which inspired his officers and men to greater effort in the 
treatment of the wounded. In order that he might 
properly supervise and carry out his duties, Major 
Cochrane made numerous trips to the front lines with 
complete disregard for his own safety. His resource- 
fulness made possible the immediate treatment and 
evacuation of the wounded, thus saving the lives of 
many who would otherwise have died. 
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MEDICAL BROADCAST FOR OCTOBER 

The following radio schedule of talks on medical and 
dental subjects by William O’Brien, M.D., Director of 
Postgraduate Medical Education, University of Minne- 
sota, is sponsored by the Minnesota State Medical Asso- 
ciation, the Minnesota State Dental Association, the 
Minnesota Hospital Association and the University of 
\innesota School of the Air. 


October 4 11:00 am. WLB—Medical Science and 
Health 
October 7 9:30 am. WCCO—Blood and Plasma 
Transfusions 
11:30 am. WLB-KROC—Medicine in the 
News 
October 11:00 WLB—Health Habits 
October 9 :30 WCCO—Water and Salt 
11:30 . WLB-KROC—Medicine in the 
News 
WLB—Body Posture and Health 
WCCO—Preparation for Opera- 
tion 
11:30 am. WLB-KROC—Medicine in the 
News 
October 23. 4:15 p.m. WCCO—Your Hospital in War- 
time 
October 25 11:00 arm. WLB—Care of the Feet 
October 9:30 am. WCCO—Facial Reconstruction 
11:30 am. WLB-KROC—Medicine in the 
News 


October 11 :00 
October 9 :30 


MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 


The society met at the Minnesota Club in Saint Paul 
jor its regular dinner meeting, September 12, 1944. 
The following program was presented: 
1. Direct Psychiatric Treatment of the Child—Dr. H. 
S. LippMAN. 
Personality Traits of a Group of Inebriates as Re- 
vealed with the use of the Minnesota Multiphasic 
Personality Inventory (inaugural thesis)—Dnkr. 
STANLEY B. LINDLEY. 
—Royar C. Gray, M.D., Secretary. 


POSTGRADUATE ASSEMBLY OF 
INSTITUTE OF MEDICINE OF CHICAGO 


The Institute of Medicine of Chicago will present a 
Postgraduate Assembly on Nervous and Mental Dis- 
eases and War, on Wednesday and Thursday, Novem- 
ber 1 and 2, 1944, in the Palmer House, Chicago. The 
sessions will be devoted to studies of the phases of 
neurology, psychiatry, and neurosurgery that are of 
particular importance at this time to clinicians, special- 
ists, and lay workers in the fields mentioned. Interested 
physicians and workers in Chicago and the Midwest 
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With the thrust of a needle, 
at the dictates of your judg- 
ment, you can help to steady 
the flickering fires of woman’s 
middle life . . . to check their 
erratic flaring . . . to make 
them glow more steadily. 

At your discretion, disturb- 
ing menopausal symptoms 
may be abated—struggling 
patients helped to find stabil- 
ity—by the judicious admin- 
istration of solution of estro- 
genic substances. 

Solution of Estrogenic Sub- 
stances, Smith-Dorsey. has 
won the confidence of many 
physicians in the performance 
of this delicate task. Coming 
from the capably staffed 
Smith-Dorsey laboratories— 
equipped to the most modern 
specifications, geared to the 
output of a strictly standard- 
ized medicinal—it deserves 
their confidence—and yours. 

It can help to steady those 
“erratic fires” . . . 
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are invited to attend. There will be a registration fee 
of $5.00 for nonmembers of the Institute of Medicine, 
except for those in uniform. 

The Assembly will present a carefully integrated pro- 
gram which will include five addresses on each of the 
two mornings and on one afternoon; panel discussions 
on the afternoon of the second day; a “Neuropsychiatric 
Information Please” program on the first evening; and 
the 17th Pasteur Lecture of the Institute of Medicine 
of Chicago on the second evening by Dr. Edward A. 
Strecker, President of the American Psychiatric Asso- 
ciation, 


NERVOUS AND MENTAL DISEASES AND WAR 


The Institute of Medicine of Chicago will stage a 
two-day Postgraduate Assembly on Nervous and Men- 
tal Diseases and War on November 1 and 2, 1944, at 
the Palmer House in Chicago. 

Addresses on various phases of psychiatry, war neu- 
roses and neurosurgery will occupy morning, afternoon, 
and evening of November 1 and the morning of 
November 2, with the afternoon of November 2 being 
devoted to panel discussions. An informal dinner fol- 
lowed by an address on War Psychiatry by Edward A. 
Strecker, Professor of Psychiatry at the University of 
Pennsylvania, will conclude the program in the evening. 

Physicians may obtain copies of the scientific program 
which contains the names of many outstanding spe- 
cialists both within the armed forces and without by 
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writing to the Institute of Medicine of Chicago, 86 East 
Randolph Street, Chicago 1, Illinois. Registration fee 
for nonmembers is $5.00. 


WASHINGTON COUNTY 

The Washington County Medical Society held its 
regular monthly meeting on September 12. The meet- 
ing was well attended. A number of propositions of local 
interest were considered, and preparations made for 
Mantoux testing. 

The scientific program consisted of the presentation 
of a film on “Modern Nutrition.” The demonstrations 
are done by members of the National Research Council, 
the U. S. Public Health Service and a wartime health 
setup. 


PREVENTIVE MEDICINE 


Our health agencies have already hoisted their flags 
over large fields, some of which (possibly most of 
which) they occupy so thinly as to be ineffective. To 
make good our plans for the prevention of disease and 
the postponement of death, we must keep the preventive 
aspect clearly in mind. Until we have gotten much 
farther along toward the complete control of tuber- 
culosis, syphillis, gonorrhea, and other preventable dis- 
eases, we cannot, as health authorities, seek or take on 
the tremendous task of securing good medical care for 
everybody. That may come unsought, in some degree, 
in time, probably piece-meal, but we are certainly not 
ready for it now. To spread out over still wider 
areas, would mean being even less effective than we are 
now in many of our preventive efforts—Homer Forks, 
Am. J. Pub. Health, Feb., 1944. 
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LEO J. CONLIN 


Dr. Leo J. Conlin of North Saint Paul died suddenly 
June 10, 1944, at the age of forty-four. 

Doctor Conlin was born in Saint Paul, January 21, 
1901. He attended Mechanic Arts High School and 
Saint Thomas College in Saint Paul. He obtained his 
M.D. at the University of Minnesota Medical School 
in 1931, and interned at Columbus Hospital in Seattle. 
He practiced at Seattle from 1933 to 1935, and at Taco- 
ma from 1936 to 1937, when he moved to Lake Flmo, 
Minnesota. In 1941, he moved to North Saint Paul 
and was a member of the Ramsey County Medical 
Society at the time of his death. He was local Health 
Officer at North Saint Paul and had an appointment as 
Deputy Coronor of Ramsey County. 

Doctor Conlin is survived by his mother, Mrs. H. P. 
Conlin; three brothers, Howard, Paul, and Harold, and 
a sister, Mrs. J. M. McAllister, all of Saint Paul. 


MAX HAROLD HOFFMAN 


Dr. Max H. Hoffman of Saint Paul, prominent in 
the field of internal medicine and endocrinology, died 
suddenly on the evening of August 21, 1944, at Mahto- 
medi, Minnesota. 


Doctor Hoffman was born March 4, 1896, in Saint 
Paul, the son of Jacob Hoffman. He graduated from 
Mechanic Arts High School and received the degrees 
of B.S., M.B., and M.D. in 1920 from the University 
of Minnesota Medical School. After serving an intern- 
ship at the University Hospital, he won a fellowship 
at the Peter Bent Brigham Hospital in Boston, where 
he took postgraduate work in 1921. In 1932, he studied 
in Vienna. 

As an undergraduate, Doctor Hoffman was a mem- 
ber of Sigma Xi. He was also a member of the Min- 
nesota Academy of Medicine, the Minnesota Society of 
Internal Medicine, of which he was at one time secre- 
tary, and in 1940 president, the Central Society for 
Clinical Research, the Minnesota Pathological Society, 
the Ramsey County Medical Society, and the Minnesota 
State and American Medical Associations. 

Doctor Hoffman was associated with the late Dr. 
Arnold Schwyzer of Saint Paul from 1926 to 1936, 
when he opened an office at 1232 Lowry Medical Arts 
Building. He was particularly interested in endocrinology 
and for several years conducted a laboratory in Saint 
Paul under a Federal grant for research and investiga- 
tion in this field. He had expressed the regret that 
the demands of private practice prevented him from 
devoting more time to research. 

Doctor Hoffman was recognized for his ability and 
sterling character by his many friends in the profession 
as well as without. He never married. He is survived 
by his mother, a sister, Mrs. Mort Bentson, and a broth- 
er, Edward Hoffman, all of Saint Paul. 
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You are cordially invited to visit the Radiation 
Therapy Institute and inspect its facilities 


Edward Schons, M.D., Director J.P. Medelman, M.D., Associate Director 


of Saint Paul 


GHABRLES T. MILLER 
HOSPITAL 


Facilities for Radium and Roentgen Ther- 
apy. Including Million Volt Constant 
Potential Installation of Most 
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Back On The Market 


The popular McIntosh BIOLITE for infra 
red therapy is back on the 
market again. 


Model No. 3610 with 300 Watt element 
$12.50 f.0.b. St. Paul 

Model No. 3386 with 600 Watt element 
$27.50 f.0.b. St. Paul 


If you have been waiting for a good 
infra red lamp, order it now. 


BROWN & DAY, INC. 


St. Paul 1, Minnesota 
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$5,000.00 accidental death $32.00 
$25.00 weekly indemnity, accident and sickness per year 

F 
$10,000.00 accidental death $64.00 
$50.00 weekly, indemnity, accident and sickness per year 

Fi 
$15,000.00 accidental death $96.00 


$75.00 weekly indemnity, accident and sickness per year 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 
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42 years under the same management 


$2.600,000.00 INVESTED ASSETS 
$12,000,000.00 PAID FOR CLAIMS 


our members. 


$200,000 deposited —, State of Nebraska for protection 


Disability need not be incurred in line of duty—benefits 


from the beginning day of disability. 
86c out of each $1.00 gross income 
used for members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Building OMAHA 2, NEBR. 


BOOK REVIEWS q 


Books listed here become the property of the Ramscy, 
Hennepin and St. Louis County Medical libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 














DIAGNOSIS AND TREATMENT OF AcuTE MEpIcaL Dis- 
orDERS. Francis D. Murphy, M.D., F.A.C.P. Profes- 
sor and Head of the Department of Medicine, Mar- 
quette University School of Medicine, and Clinical 
Director of the Milwaukee County General Hospital 
and Emergency Unit, Milwaukee, Wisconsin. 503 
pages. Illus. Price, $6.00, cloth. Philadelphia: F. A 
Davis Co., 1944. 


ANNUAL REPRINT of the Reports of the Council 
on Pharmacy and Chemistry of the American Medical 
Association for 1943. Cloth. Price, postpaid, $1.00. 
Pp. 150. Chicago: American Medical Association, 
1944. 

The present volume of reprints contains only eight 
reports on rejected articles; it is interesting to note 
that objections to these are on a much higher plane 
than those it was necessary to urge against the flagrant- 
ly quackish preparations of earlier days. 

Perhaps the most noteworthy of the nineteen general 
and “status” reports in this volume is the one declar- 
ing the Council’s intention of using henceforth only the 
metric or centimeter-gram-second system in its publi- 
cations. The report itself gives some interesting and 
readable history on the subject of weights and measures. 
Of most timely interest to the general physician as 
well as the endocrine specialist is the report on nomen- 
clature of endocrine preparations. The report gives a 
currently quite complete list of the available commercial 
preparations, including those not accepted by the Coun- 
cil as well as those which stand accepted. Another 
report in the field of endocrinology is that recognizing 
the use of estrogens in the treatment of prostatic 
carcinoma. 

Attention should be called to at least two of the re- 
ports concerned with vitamin preparations, namely, 
the status report giving the Council’s decision that the 
evidence does not yet warrant the acceptance of cod 
liver oil preparations for external use, and the report 
announcing the Council’s recognition of the use of nggs- 
sive doses of vitamin D in arthritis, and in this volume 
includes a current comment from The Journal titled 
“Hope (false) for the Victims of Arthritis,” which 
re-emphasizes this objection. 

The status report on xanthine compounds gives a 
much-needed delimitation of the therapeutic claims 
that may be recognized for aminophylline and its re- 
lated xanthine derivatives. Of similar interest is the 
report on the local use of sulfonamides in dermatology, 
and in the same category may be mentioned the report 
on agents for the treatment of Trichomonas Vaginitis, 
which points out that the present aim should not be for 
new medicaments in this field but for further infor- 
mation, especially concerning failures with those that 
have been used. In another status report the Council 
sets forth its conclusion that present evidence does not 
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BOOK REVIEWS 


justify claims for advantage of oral use of sodium 

sulfonamides over the free drug. 

In line with its decision to consider for acceptance 
various contraceptive preparations, the Council pub- 
lished a status report on conception control, which is 
concluded in this volume. The report comprises a series 
of concise statements on the various preparations and 
methods of control, prepared by Dr. Robert Latou Dick- 
inson, together with a statement of criteria by which 
the Council will consider the acceptability of contracep- 
tive jellies, creams, and syringe applicators and nozzles, 
diaphragms and caps. 

NEW AND NONOFFICIAL REMEDIES, 1944, con- 
taining descriptions of the articles which stand ac- 
cepted by the Council on Pharmacy and Chemistry of 
the American Medical Association on January 1, 1944. 
Cloth. Price, postpaid, $1.50. Pp. 778. Chicago: 
American Medical Association, 1944. 

The current volume of New and Nonofficial Remedies 
reflects two important and forward looking decisions of 
the Council, namely, to use the metric system exclusively 
in all its publications, and to consider for acceptance 
contraceptive preparations offered for use as prescribed 
by physicians. These decisions jn turn reflect the 
vigorous and progressive leadership of the Council in 
the service of Medicine. 

The chapter on contraceptives is quite comprehensive ; 
with the acceptance of more preparations, it will un- 
doubtedly assume a large place in New and Non- 
official Remedies. The Council has thus far accepted 
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some contraceptive jellies and creams, contraceptive 
diaphragms, diaphragm inserts, syringe applicators, and 
fitting rings. It is understood that a number of addi- 
tional preparations have been submitted for Council 
consideration since the book went to press. This chap- 
ter represents a courageous and long-needed innovation. 

Some of the new preparations that appear in this 
volume are: Succinylsulfathiazole, a new sulfonamide, 
a proprietary brand being “Sulfasuxidine”’; Diodrast 
Concentrated Solution, a preparation of the already ac- 
cepted Diodrast, for use in a special diagnostic proce- 
dure for visualization of the circulatory system and also 
cholangiography; a preparation of Sodium Benzoate for 
use as a liver function test; Mersalyl and Theophylline, 
accepted under the name Salyrgan-Theophylline Tablets, 
proposed as an adjunct to intravenous injection of the 
already accepted drug; Zinc Insulin Crystals and Zinc 
Insulin Injection Crystalline; Tetanus Toxoid; and 
Concentrated Oleovitamin A and D, a dosage of the 
pharmacopceial preparation. 

A glance at the preface shows that certain general 
articles have been revised to bring them up to date. 
More or less important revisions have been made of 
the following chapters: Barbituric Acid Derivatives, 
Estrogenic Substances; Parathyroid; Ovaries; Sulfona- 
mide Compounds; Vitamins, especially the sections, 
Vitamin B Complex and Vitamin D. In this connec- 
tion it is worth noting that each chapter in the book 
is reviewed annually, or more often if indicated, by 
the responsible referee for such revision. 
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HIGH ON A WATCHTOWER 
(Continued from Page 835) 

future ministrations may lead you, whether among the 
Dutch, the Belgians, the Poles, the Greeks, the Fili- 
pinos, the Chinese, the Arabs, or among your own peo- 
ple in this great land of ours, may you serve as true 
ambassadors of healing, good will, and understanding, 
May you learn, and by your deeds proclaim, an unde- 
viating gospel of internationalism. May you re. 
learn, and the abiding truth that all men 
are, and can become, brothers! Learn, and pass on the 
lesson, that nothing is properly foreign. All races, all 
creeds, all colors, all peoples, constitute one land, one 
people who can, and must, learn to live amicably on 
this shrunken globe of ours. He who dines in Paris 
nourishes a brother philosopher in Cairo. The wail of 
a Chinese baby dying of starvation in Shanghai will 
shake to its depths the foundations of the Empire State 
Building! 

You are girding your minds and your bodies, to com- 
bat suffering, disease, starvation, despair, which will 
be spread across the surface of this earth like a fester- 
ing blight. You will be called on to minister to men and 
women and children throughout the world, who have 
been maimed and wounded by every lethal agent known 
to mankind. Torn by bullets, poisoned by gas, shattered 
by bombs, blighted by hunger, seared by despair, ravaged 
by pestilence! And, mind you, you are also girding 
your arms for the battle for the peace, for the abiding 
peace which must follow this present holocaust, if 
mankind is to be spared extinction. In your hands of 
healing, in the depth of your understanding, in the 
width of your compassion, in the height of your self- 
abnegation, lies the hope of the world! 

It is only by losing ourselves in issues not personal to 
ourselves—in other men’s troubles and sorrows and in 
other men’s joys—that we will ever find ourselves. It 
is only as our actions become farther and farther re- 
moved from motives of self-interest that we learn to 
spell the words kindness, loyalty, devotion, consecra- 
tion, not with our lips, but with our hearts. The serv- 
ices of the physician to the patient, the services of the 
teacher to the student (and remember, our primary 
interest in you is not whether you go through college. 
Rather, it is how much college goes through you), 
the services of the man of research to science, can 
never be expressed in terms of money. The hope of 
medicine lies in its remaining an outspokenly, unashamed- 
ly, idealistic profession. 

And let this be the star toward which you set your 
course through the shoals, the shallows, the storms, 
and the calms of the medical school—full knowledge, 
sound judgment, highest skill, single-minded devotion! 
And all poured forth daily throughout your lives at 
the service of other’s needs. 

“And make the Council of thy heart to stand; for 
there is none more* faithful unto thee than it. For a 
man’s soul is sometimes wont to bring him tidings; 
more than seven watchmen that sit on a watchtower.” 
—WapbE W. Otiver, M.D., Professor of Bacteriology, 
Long Island College of Medicine in Journal of Associa- 
tion of American Medical Colleges, September, 1943. 
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